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Foreword

The absence of health insurance is hazardous to your health. The Insti-
tute of Medicine (IOM) reviewed these hazards in a comprehensive six-part 
series of reports earlier in this decade. We return now to the issue, once 
again with the support of the Robert Wood Johnson Foundation, because 
as dire as were the consequences defined in our previous work, the situa-
tion is even more grim today. The costs of health care continue to escalate 
at rates well above wage or general economic growth and consume an ever 
increasing share of the American economy. As a result, health insurance 
becomes less affordable to a growing proportion of the population. The 
economy is now severely weakened, and even as the federal government 
takes steps to provide insurance to more children and to some who are 
unemployed, the gaps in health insurance in the United States call for a 
comprehensive solution. 

The IOM has long recommended systemic health reforms coupled with 
comprehensive health insurance. Here, we report new, rigorous, and per-
suasive evidence that the lack of health insurance is injurious to health. This 
core finding applies to individuals of all ages. Gaining access to coverage 
improves health outcomes especially for those with chronic disease. Some 
evidence suggests that living in a community with large numbers of the 
uninsured may impair the quality of health care even for those individuals 
who have insurance.

The members of the committee that produced this report are dis-
tinguished individuals with diverse and pertinent expertise. Ably led by 
Lawrence S. Lewin, chair, and Jack Ebeler, vice chair, the committee worked 
diligently to critically assess the evidence about the value of health insur-
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ance. They were assisted greatly by excellent commissioned work by Embry 
Howell, Genevieve Kenney, Michael McWilliams, José Pagán, and Mark 
Pauly, and by the dedicated support of the IOM study team led by Jill 
Eden. For their important contributions, we thank all these individuals. 
Our thanks also go to the Robert Wood Johnson Foundation for its gener-
ous support. 

We present this report in the earnest hope that it will contribute to 
comprehensive health insurance coverage in a new and successful effort to 
reform health care in America. 

Harvey V. Fineberg, M.D., Ph.D.
President, Institute of Medicine
February 2009
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Preface

Some issues, like the problems of the uninsured in the United States, 
are with us for so long that we end up adapting to them as a seemingly 
inevitable chronic condition of our health care system. We become inured 
to another annual report on the number of people without health insur-
ance coverage, and another report on the consequences—consequences that 
are often obscured for many of us and easiest to ignore. And we become 
cynical about yet another set of recommendations, and another debate on 
what to do. 

That cycle must be broken. The lack of health insurance coverage 
for tens of millions of Americans cannot be ignored and should not be a 
chronic underpinning of American health care—it is in fact treatable and 
indeed preventable. 

The Institute of Medicine (IOM) has spoken to this issue before. From 
2000 to 2004, the IOM’s Committee on the Consequences of Uninsurance 
issued a landmark series of six reports that reviewed and reported on the 
evidence on the effects of the lack of health insurance coverage. It confirmed 
that uninsured people, children as well as adults, suffer worse health and 
die sooner than those with insurance. It further identified consequences for 
families, communities, and the economy as a whole. The final report in the 
series, published in 2004, went on to set out a vision and principles for cov-
erage, and made two recommendations for action: that the President and 
Congress develop a strategy to achieve universal coverage by 2010, and in 
the interim, that federal and state governments provide resources sufficient 
for Medicaid and State Children’s Health Insurance Program coverage.

xi
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xii	 PREFACE

As of early 2009, no action has been taken. The IOM and the Robert 
Wood Johnson Foundation established another IOM panel to examine this 
critical issue because they concluded that sole reliance on the earlier IOM 
series of reports on the consequences of uninsurance would not meet the 
needs of the public and policy makers for an informed debate in 2009 and 
beyond. This panel, the Committee on Health Insurance Status and Its 
Consequences, was charged with identifying new insights not known or 
appreciated in the literature since the previous reports were published.

The committee found that private, employment-based coverage has 
continued to decline since the last report, and the number of uninsured 
has grown. All indicators point to a continuation of those trends, in light 
of health care cost growth that continues to exceed economic and wage 
growth, all of which is exacerbated by the economic recession the nation 
is now confronting. We found that the literature on health consequences is 
more robust than that available to the previous committee—lack of insur-
ance coverage does have health consequences, and there is new literature 
to confirm an important but previously unanswered question: newly pro-
viding coverage to the previously uninsured does in fact improve things. 
Communities—including the insured population—may also be vulnerable 
to the deleterious effects of uninsurance. 

Upon reviewing this evidence, we, like our predecessor committee, felt 
compelled to make a recommendation that is included in detail in the re-
port: simply stated, we recommend with the strongest urgency we can con-
vey that the President and Congress take action on coverage and costs. 

Given the cycle of reports and inaction noted above, we grappled with 
a question that will be raised by many readers: what good is another report 
that coverage matters, and another recommendation for action? We, like 
many others, searched for some way we could identify a key finding, or 
describe the results in such a dramatic fashion, that it would break the cycle 
of inaction and compel action. But there isn’t. 

So why report again? The committee believes that the lack of action, 
frustrating though it is, cannot mean that we set the issue aside—because the 
consequences of inaction for the health of the uninsured are real. Instead, in 
light of the IOM mission as advisor to the nation to improve health, we call 
for renewed attention to the population without health insurance. There are 
many reasons that this debate is complicated and difficult to resolve, with 
legitimate, competing arguments from political and economic perspectives 
about whether and how to proceed. The one argument that the committee 
finds has no place whatsoever in a legitimate debate about this subject is 
that the lack of coverage doesn’t matter for health. It does. 

We would like to thank our committee for its insights and deliberations 
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within an unusually short time frame; the researchers and other experts 
whose work we used; and the staff of the Board on Health Care Services 
who prepared the report. Our most ardent wish is that this is the final IOM 
report calling for action, and that the next IOM work in this area will com-
ment on the implementation of exciting new directions for the nation. 

Lawrence S. Lewin, Chair
Jack Ebeler, Vice Chair 
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�

Summary�

From 2001 to 2004, the Institute of Medicine (IOM) issued a compre-
hensive series of six reports that reviewed and reported on the evidence on 
how children, adults, families, and communities are affected by the lack of 
health insurance.� The committee reported that the evidence showed that 
not having health insurance is harmful to the health and overall well-being 
of both children and adults (Box S-1). In addition, the committee estab-
lished principles for expanding coverage for all and recommended in the 
2004 report Insuring America’s Health that the President and Congress act 
by 2010 to achieve universal coverage, noting: 

“The benefits of universal coverage would enrich all Americans, whether 
accounted for in terms of improved health and longer life spans, greater 
economic productivity, financial security, or the stabilization of communi-
ties’ health care systems.” 

It is now 5 years since the IOM made its recommendation, and there 
has still been no comprehensive national effort to achieve coverage for all 
Americans. In 2007, 45.7 million people in the United States—17.2 per-
cent of the nonelderly U.S. population—were without health insurance. A 
severely weakened economy, rising health care and health insurance costs, 
growing unemployment, and declining employment-based health insurance 
coverage are all evidence that the U.S. health insurance system is in a state 

�  This summary does not include references. Citations for the findings presented in the sum-
mary appear in the subsequent chapters of the full report.

�  For copies of the previous IOM report series on the consequences of uninsurance, please 
visit www.nap.edu.
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of crisis. There is no evidence to suggest that the trends driving loss of in-
surance coverage will reverse without concerted action.

With a new administration and a new Congress in 2009, many citizens, 
policy makers, and opinion leaders anticipate renewed energy and interest 
in finding a way to reverse declines in health insurance coverage and, ulti-
mately, to expand coverage to all in the United States. It is in this context 
that the Robert Wood Johnson Foundation asked the IOM to conduct the 
present study. In response to the Foundation’s request, the IOM appointed 
the Committee on Health Insurance Status and Its Consequences in April 
2008. 

The committee’s charge was to review and evaluate the research evi-
dence on the health and other consequences of uninsurance that has emerged 
since the IOM’s earlier series of reports that might help inform the health 
care reform efforts in 2009 (Box S-2). Whereas the previous IOM studies 
on uninsurance were broad and comprehensive in scope, the present study 
focuses more narrowly on the following critical questions: (1) What are the 
dynamics driving downward trends in health insurance coverage? (2) Is be-
ing uninsured harmful to the health of children and adults? (3) Are insured 
people affected by high rates of uninsurance in their communities? 

Findings

In executing its charge, the committee has studied the research literature 
since 2002 and applied rigorous scientific criteria to set the record straight 
on the issue of health insurance coverage. The committee reports findings in 
three key areas: (1) trends in health insurance coverage and forces driving 

BOX S-1  
Previous IOM Findings on the Consequences 

of Uninsurance, 2004 

The clinical literature overwhelmingly shows that uninsured people, children 
as well as adults, suffer worse health and die sooner than those with insurance. 
Families with even one member who is uninsured lose peace of mind and can 
become burdened with enormous medical bills. Uninsurance at the community 
level is associated with financial instability for health care providers and institu-
tions, reduced hospital services and capacity, and significant cuts in public health 
programs, which may diminish access to certain types of care for all residents, 
even those who have coverage. The economic vitality of the nation is limited by 
productivity lost as a result of the poorer health and premature death or disability 
of uninsured workers.
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them, (2) the health consequences of uninsurance for children and adults, 
and (3) the implications of high community-level rates of uninsurance on 
people with health insurance in those communities. The committee’s find-
ings are summarized below. 

Caught in a Downward Spiral: Health Insurance Coverage 
Is Declining and Will Continue to Decline

The fear of being without health insurance coverage is a growing strain 
on American families’ sense of health and well-being. Concerns about los-
ing health insurance coverage are well founded. In 2007, 5.9 million more 
people were uninsured than when the IOM issued its initial report on 
uninsurance. The uninsured included 8.1 million children and 36.8 million 
adults ages 18 to 64. In 2007, nearly 1 in 10 children and 1 in 5 nonelderly 
adults in the United States were without health insurance.�

Over the last decade, health insurance coverage has declined and will 
continue to decline. The cost of health care is driving the downward trend 
in both the private and public sectors. Health care costs and insurance 
premiums are growing at rates greater than the U.S. economy and family 
incomes. From 2001 to 2006, U.S. per capita health care spending grew 
by 47 percent compared to the 34 percent increase in gross domestic prod-

�  The vast majority of the population age 65 and older has health insurance coverage 
through Medicare or other sources. For that reason, this study focuses on uninsurance among 
children and nonelderly adults.

BOX S-2  
Charge to the IOM Committee on Health 
Insurance Status and Its Consequences

The overarching objective of this study is to help inform the health reform 
policy debate as it unfolds in 2009. The committee will assess the research 
evidence—that has emerged since the IOM’s 2001 to 2004 series of reports on 
uninsurance—on the consequences of uninsurance. Rather than performing a 
comprehensive review, the committee is charged with reviewing the literature to 
identify new insights not yet known or appreciated when the IOM’s earlier reports 
were developed. 

The search for new evidence will include the published literature on the conse-
quences of uninsurance for individuals, families, communities, specific population 
groups, and safety net and other providers. The consequences may be related to 
health outcomes, such as morbidity and mortality; access to health care services; 
and economic impacts such as affordability of health coverage and its associated 
financing burden.



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

�	 AMERICA’S UNINSURED CRISIS

uct. This trend shows no signs of abating. According to the Centers for 
Medicare & Medicaid Services, total U.S. health care spending may nearly 
double between 2008 and 2017. 

The rapid growth in health care costs is making it increasingly difficult 
for U.S. employers to offer health insurance coverage to their workers. In 
addition, many employers have replaced permanent, full-time jobs with 
contract, part-time, and temporary positions that do not come with health 
benefits. And, early retirees are less likely to be offered retiree health insur-
ance benefits than in the past.

Furthermore, even when employers are able to offer health insurance 
to their employees, increasing numbers of employees are declining these of-
fers because they cannot afford the premiums. Between 1999 and 2008, the 
average annual employee premium contribution for family coverage rose 
from $1,543 to $3,354, far outpacing the growth in family incomes. High 
premium costs are especially burdensome to lower wage workers, who are 
finding it more and more difficult to take up offers of coverage from their 
employers.

Individuals without employer-sponsored health insurance who are not 
eligible for public insurance must rely on a limited nongroup health insur-
ance market to obtain coverage. The premium costs for nongroup coverage 
can be exceedingly high and individual subscribers must pay the entire cost 
without a contribution from an employer. In most states, the insurer may 
deny coverage completely, impose either a permanent or temporary preex-
isting condition limitation on coverage, or charge a higher premium based 
on health status, occupation, and other personal characteristics. Some state 
and federal regulations have been put in place to help promote access to 
nongroup coverage, but current data limitations frustrate research that 
might illuminate the impact of the regulations. 

It is possible that additional millions of low-income Americans would 
be uninsured today were it not for recent state and federal efforts to expand 
coverage. States and the federal government have substantially increased 
health coverage among low-income children and, to a lesser degree, among 
adults in the last decade, by expanding eligibility, conducting outreach to 
people already eligible, and expediting enrollment in Medicaid and State 
Children’s Health Insurance Program (SCHIP) programs. Given the sever-
ity of the current economic crisis, however, some states will be unable 
to sustain these expansions—just at the time that increasing numbers of 
Americans are losing their jobs, their employer-sponsored health coverage, 
or both. 

The committee’s key findings on recent trends in health insurance 
coverage are summarized in Box S-3. In sum, health insurance coverage in 
the United States is declining and the situation will get worse. The crisis is 
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engulfing employer-sponsored insurance, the cornerstone of private health 
coverage, and also threatens expansions in public coverage.

Coverage Matters: Health Insurance Is Integral 
to Personal Well-Being and Health� 

When policy makers and researchers consider potential solutions to the 
problem of uninsurance in the United States, the question of whether health 
insurance matters to health is often an issue. This question is far more than 
an academic concern. It is crucial that U.S. health care policy be informed 
with current and valid evidence on the consequences of uninsurance for 
health care and health outcomes, especially for the 45.7 million individuals 
without health insurance.

The committee found that the new research evidence on the conse-
quences of health insurance for children and adults is of higher quality 
and stronger than ever before. This robust body of evidence demonstrates 
substantial health benefits of health insurance coverage.

Important insights into how children benefit when they acquire health 
insurance are provided by well-designed evaluations of enrollment in Med-
icaid and SCHIP programs. With health insurance, it is clear that children 
gain access to a usual source of care; well-child care and immunizations to 
prevent future illness and monitor developmental milestones; prescription 
medications; appropriate care for asthma; and basic dental services. With 
health insurance, serious childhood health problems are more likely to be 
identified early, and children with special health care needs are more likely 
to have access to specialists. With health insurance, children have fewer 
avoidable hospitalizations, improved asthma outcomes, and fewer missed 
days of school.

For adults, there are serious harms and sometimes grave consequences 
to being without health insurance. Men and women without insurance are 
much less likely to receive clinical preventive services that have the poten-
tial to reduce unnecessary morbidity and premature death. Chronically ill 
adults delay or forgo visits with physicians and clinically effective thera-
pies, including prescription medications. Uninsured adults are more likely 
to be diagnosed with later stage cancers that are detectable by preventive 
screening or by contact with a clinician who can assess worrisome symp-
toms. Without health insurance, adults are more likely to die from trauma 

�  The findings on the health consequences of uninsurance are based on two background 
papers commissioned by the IOM committee: (1) Health Consequences of Uninsurance Among 
Adults in the United States: An Update by J. Michael McWilliams, M.D., Ph.D., Harvard 
Medical School, and (2) Health and Access Consequences of Uninsurance Among Children 
in the United States: An Update by Genevieve M. Kenney, Ph.D., and Embry Howell, Ph.D., 
The Urban Institute.
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BOX S-3  
Key Findings on Trends in Health Insurance Coverage

Health insurance coverage has declined over the last decade despite increases 
in public program coverage and will continue to decline. There is no evidence to 
suggest that the trends driving loss of insurance coverage will reverse without 
concerted action. High and rising health care costs threaten not only employer-
sponsored coverage, but also recent expansions in public coverage.

Private Health Insurance

•	 �The rising cost of health care is driving the decline in private health insur-
ance coverage. Health care costs and insurance premiums are growing 
substantially faster than the economy and family incomes. 

•	 �As the costs of health care increase, the importance and value of cover-
age increases for individuals, while at the same time it becomes less 
affordable. 

•	 �Employment has shifted away from industries with traditionally high rates 
of coverage to jobs with historically lower rates of coverage. In some indus-
tries, employers have relied more heavily on jobs without health benefits, 
such as part-time and shorter-term employment and contract and tempo-
rary jobs. 

•	 �Fewer workers, particularly among those with lower wages, are being of-
fered employer-sponsored coverage and fewer among them can afford the 
premiums. And, early retirees are less likely to be offered retiree health 
insurance benefits than in the past.

Nongroup Insurance

•	 �For many without employer-sponsored group coverage, nongroup health 
insurance coverage is prohibitively expensive or unavailable. 

	 o	 �Access to nongroup coverage is highly dependent on individual circum-
stances and geographic location.

	 o	 �People with preexisting health conditions who lose employer-sponsored 
insurance face significant barriers to coverage, including unaffordable 
premiums.

Public Health Insurance

•	 �Long-term fiscal pressures on the federal budget threaten to undermine 
bedrock state and federal health care programs. 

•	 �With a severely weakened economy and rising health care costs, some 
states will not be able to sustain their recent expansions of public programs 
for low-income children and adults.

•	 �Increases in unemployment will further fuel the decline in the number of 
people with employer-sponsored coverage and put additional stress on 
state Medicaid and SCHIP programs.
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or other serious acute conditions, such as heart attacks or strokes. Adults 
with cancer, cardiovascular disease, serious injury, stroke, respiratory fail-
ure, chronic obstructive pulmonary disease or asthma exacerbation, hip 
fracture, seizures, and serious injury are more likely to suffer poorer health 
outcomes, greater limitations in quality of life, and premature death if they 
lack health insurance. New evidence demonstrates that gaining health insur-
ance ameliorates many of these problems. 

The committee’s key findings on the health consequences of uninsur-
ance are summarized in Box S-4. In sum, despite the availability of some 
safety net services, there is a chasm between health care needs and access 
to effective health care services for uninsured children and adults. Health 
insurance coverage in the United States is integral to individuals’ personal 
well-being and health.

Communities at Risk: High Levels of Uninsurance in Communities 
May Undermine Health Care for the Insured Population 

Many of America’s towns and cities have high concentrations of chil-
dren and adults under age 65 who lack health insurance. Thus, the question 
arises: What are the implications of high rates of uninsurance for affected 
communities and for insured people in those communities?� 

It has been estimated that the annual cost of health services provided 
to uninsured people in the United States will total about $86 billion in 
2008. Uninsured patients will pay approximately $30 billion for these 
services out of pocket and receive the other $56 billion worth of services 
as uncompensated care.� An estimated $43 billion (75 percent) of the $56 
billion will be covered through various government subsidies. But govern-
ment subsidies for uncompensated care are not necessarily distributed to 
health care providers in proportion to the uncompensated care they pro-
vide. Many hospitals and other local providers bear a disproportionate and 
substantial financial burden. The extent to which hospitals’ unreimbursed 
costs are absorbed by hospitals or passed on in the form of higher charges 
to insured patients (as many believe to be the case) has not been adequately 
documented and should be the subject of further research.

There are stark differences in uninsurance rates across states, counties, 
and even zip codes within counties. Yet the problem of uninsurance may 
not affect all communities in the same way, even when rates of uninsur-
ance are comparable. The dynamics are complex and not well understood. 
When a community has a high rate of uninsurance and subsidies fall short 

�  In the discussion in this report, the term community refers to a group of people who (1) live 
in a particular geographic area, and (2) have access to a common set of health resources.

�  Uncompensated care is defined as all care not paid for out of pocket by the uninsured.
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BOX S-4 
Key Findings on the Health Effects of Uninsurance

Children benefit considerably from health insurance, as demonstrated by 
recent evaluations of enrollment in Medicaid and SCHIP programs: 

•	 �When previously uninsured children acquire insurance, their access to 
health care services, including ambulatory care, preventive health care 
(e.g., immunizations), prescription medications, and dental care improves.

•	 �When previously uninsured children who are well or have special health 
needs acquire insurance, they are less likely to experience unmet health 
care needs. Uninsured children with special health care needs are much 
more likely to have an unmet health need than their counterparts with 
insurance.

•	 �When previously uninsured children acquire insurance, they receive more 
timely diagnosis of serious health conditions, experience fewer avoidable 
hospitalizations, have improved asthma outcomes, and miss fewer days of 
school.

Adults benefit substantially from health insurance for preventive care when 
they are well and for early diagnosis and treatment when they are sick or 
injured: 

•	 �Without health insurance, men and women are less likely to receive effec-
tive clinical preventive services. 

•	 �Without health insurance, chronically ill adults are much more likely to delay 
or forgo needed health care and medications.

•	 �Without health insurance, adults with cardiovascular disease or cardiac 
risk factors are less likely to be aware of their conditions, their conditions 
are less likely to be well controlled, and they experience worse health 
outcomes.

•	 �Without health insurance, adults are more likely to be diagnosed with later-
stage breast, colorectal, or other cancers that are detectable by screening 
or symptom assessment by a clinician. As a consequence, when uninsured 
adults are diagnosed with such cancers, they are more likely to die or suffer 
poorer health outcomes. 

•	 �Without health insurance, adults with serious conditions, such as cardio-
vascular disease or trauma, have higher mortality.

•	 �The benefits of health insurance have been clearly demonstrated through 
recent studies of the experiences of previously uninsured adults after they 
acquire Medicare coverage at age 65. These studies demonstrate when 
previously uninsured adults gain Medicare coverage: 

	 o	 �Their access to physician services and hospital care, particularly for 
adults with cardiovascular disease or diabetes, improves.

	 o	 �Their use of effective clinical preventive services increases.
	 o	 �They experience substantially improved trends in health and functional 

status.
	 o	 �Their risk of death when hospitalized for serious conditions declines.
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of costs, the financial impact on providers may be large enough to affect 
the availability and quality of local health care services for everyone, even 
for the people who have health insurance. Recent empirical analyses of 
the spillover effects of community uninsurance, including a study commis-
sioned by the committee,� suggest that when local rates of uninsurance are 
relatively high, insured adults are more likely to have difficulties obtaining 
needed health care and physicians may be more likely to believe that they 
are unable to make clinical decisions in the best interest of the patient 
without losing income. 

The specific contribution of uninsurance to these problems is not 
known, but widespread problems in health care delivery in local commu-
nities, including disparities in the supply of physician services and other 
health care resources, may be exacerbated by the burden of uninsurance 
and have potentially grave implications for the quality and timeliness of 
care not only for people who lack health insurance, but also for people who 
have health insurance in those communities. 

The committee’s key findings on the community-level consequences of 
uninsurance are summarized in Box S-5. In sum, local health care delivery 
appears to be vulnerable to the financial pressures associated with high 
community-level uninsurance rates. Analyses commissioned by the commit-
tee and other recent research strongly suggest that when community-level 
uninsurance rates are relatively high, insured adults are more likely to have 
difficulties obtaining needed health care.

Recommendation OF THE COMMITTEE

The committee’s findings demonstrate that the body of evidence on the 
health consequences of health insurance is stronger than ever before. There 
is a compelling case for urgent action. Simply stated: health insurance cov-
erage matters. Expanding health coverage to all Americans is essential and 
should be done as quickly as possible. The President, Congress, and other 
leaders in the public and private sectors should act immediately to ensure 
that all individuals have health insurance. Without such action, preventable 
suffering due to the lack of health insurance promises to get worse rather 
than better. 

The committee recommends that the President work with Congress and 
other public and private sector leaders on an urgent basis to achieve 

�  Mark Pauly, Ph.D., and José Pagán, Ph.D., conducted original analyses of the effects of un-
insurance on privately insured persons and local communities at the committee’s request. The 
complete text of the commissioned analysis is available on the IOM website for the Health In-
surance Status and Its Consequences project at http://www.iom.edu/CMS/3809/54070.aspx.
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BOX S-5 
Key Findings on the Consequences of High Community 

Uninsurance for People with Health Insurance

Local health care delivery appears to be vulnerable to the financial pressures 
associated with higher uninsurance. Analyses commissioned by the committee 
and other recent research strongly suggest that when community-level uninsur-
ance rates are relatively high, insured adults are more likely to have difficulties 
obtaining needed health care and physicians are more likely to believe that they 
are unable to make clinical decisions in the best interest of the patient without 
losing income. 

The empirical evidence indicates that higher community uninsurance is nega-
tively associated with several well-validated indicators of access to and satisfac-
tion with health care for privately insured adults, including:

•	 �Having a place to go when sick, having a doctor’s visit, visiting a doctor for 
routine preventive care, and seeing a specialist when needed.

•	 �Satisfaction with the choice of primary care physician, being very satisfied 
with health care received during the last 12 months, trust that one’s doctors 
put medical needs above all other considerations, and being very satisfied 
with the choice of specialist. 

The Center for Studying Health System Change has documented growing eco-
nomic disparities among U.S. communities with respect to geographic distribution 
of health care services, including new diagnostic and therapeutic techniques and 
technologies. The precise contribution of uninsurance to this dynamic is neither 
well understood nor readily measured. However, widespread problems in local 
health care delivery—not necessarily attributable to uninsurance—can be intensi-
fied by higher uninsurance rates. 

For example: 

•	 �Providers and capital investment tend to locate in well-insured areas (and 
away from communities with high uninsurance). It is common for hospitals 
and clinics to focus major investments in more affluent locations with well-
insured populations.

•	 �Newer facilities with the most up-to-date technologies are a magnet for 
physician and other health care providers—this poses additional obstacles 
for financially stressed hospitals trying to recruit on-call specialists in high 
uninsurance areas. 

•	 �A number of hospital-based emergency care problems have serious im-
plications for the quality and timeliness of care for insured as well as 
uninsured patients, including limits on inpatient bed capacity, outpatient 
emergency services, and timeliness of trauma care.
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health insurance coverage for everyone and, in order to make that 
coverage sustainable, to reduce the costs of health care and the rate of 
increase in per capita health care spending.

There always has been, and will continue to be, uncertainty and dis-
agreement about the best way to address major issues of public policy. The 
issue of cost, in particular, is daunting. But the nation has successfully ad-
dressed other complex issues that are intertwined with deeply held interests 
and ideologies. There is never a perfect opportunity for reform. This is the 
time to act, emboldened by the knowledge and compassion of a society that 
truly cares about its members and that has a history of tackling difficult 
problems. 

Paying for health insurance coverage for all Americans will be expen-
sive. The committee believes that steps to reduce the costs of health care and 
the rate of increase in per capita health care spending are of paramount im-
portance if coverage for all is to be achieved and sustained. The committee 
does not believe that action should be delayed pending the development of a 
long-term solution to curbing underlying health care costs. Given the dem-
onstrated harms of not having health insurance for children and adults, the 
committee believes that action to achieve coverage for all should proceed 
immediately, coupled with concerted attention to the long-term underlying 
trends in health care costs to assure sustainability of the system for all. 

Health insurance coverage is integral to personal well-being and health. 
Despite the availability of some safety net services, there is a chasm between 
health care needs and access to effective health care services for uninsured 
children, adolescents, and adults. The committee agrees with the conclusion 
of our colleagues in the 2004 IOM report Insuring America’s Health:

“…health insurance contributes essentially to obtaining the kind and qual-
ity of health care that can express the equality and dignity of every person. 
Unless we can ensure coverage for all, we fail as a nation to deliver the 
great promise of our health care system, as well as of the values we live by 
as a society. It is time for our nation to extend coverage to everyone.” 



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

13

1 

Introduction

Abstract: This chapter describes the objectives, context, scope, and meth-
ods of this report. From 2001 to 2004, an earlier Institute of Medicine 
(IOM) committee undertook an exhaustive examination of the conse-
quences of uninsurance and recommended that the nation move quickly 
to implement a strategy to achieve universal coverage. Five years later, 
the IOM Committee on Health Insurance Status and Its Consequences 
has reexamined the crisis of uninsurance in the United States, albeit with 
a more narrow focus. The objective of this report is to assess the more 
recent evidence on three fundamental questions: (1) What are the dynamics 
driving downward trends in health insurance coverage? (2) Is being unin-
sured harmful to the health of children and adults? (3) Are insured people 
affected by high rates of uninsurance in their communities? 

In 2007, there were 45.7 million people without health insurance in 
the United States—nearly 1 in 5 adults under age 65 and more than 1 in 
10 children (DeNavas-Walt et al., 2008). The fear of being without health 
insurance coverage is a growing strain on American families’ sense of health 
and well-being (Schoen et al., 2008). Family concerns about losing health 
coverage are well founded. 

Figure 1-1 shows changes in the percentage of nonelderly adults in the 
United States without health insurance from 1999-2000 to 2006-2007. In 
2006-2007, in nine states (Arizona, Arkansas, California, Florida, Louisi-
ana, Mississippi, New Mexico, Oklahoma, and Texas)—up from just two 
states in 1999-2000—the percentage of nonelderly adults who did not have 
health insurance was 23 percent or more (Commonwealth Fund, 2008). In 
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13 states (Alaska, Colorado, Georgia, Kentucky, Montana, Nevada, New 
Jersey, North Carolina, Oregon, South Carolina, Tennessee, West Virginia, 
and Wyoming), the percentage of nonelderly adults without health insur-
ance ranged from 19 to 23 percent. Only 10 states (Connecticut, Hawaii, 
Iowa, Maine, Massachusetts, Minnesota, Pennsylvania, Rhode Island, Ver-
mont, and Wisconsin) had uninsurance rates for nonelderly adults below 
14 percent. As described in this report, rising health care costs, stagnant 
family incomes, fiscal pressures on state budgets, and increased unemploy-
ment are likely to drive further coverage declines (Baicker and Chandra, 
2006; Chernew et al., 2005; Cooper and Schone, 1997; Holahan and Cook, 
2008). 

With a new administration and a new Congress, many citizens, policy 
makers, and opinion leaders anticipate renewed energy and interest in 
finding a way to reverse the erosion of health insurance coverage and, 
ultimately, to expand coverage to all in the United States (Blendon et al., 
2008; Bodaken, 2008; Lake et al., 2008; McInturff and Weigel, 2008; 
Oberlander, 2007). 

Figure 1-1
R01390
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FIGURE 1-1 Comparison in the percentage of nonelderly adults without health 
insurance, by state, 1999-2000 and 2006-2007. 
SOURCE: The Commonwealth Fund (2008). Reprinted, with permission, from 
The Commonwealth Fund, 2008. Copyright 2008 by The Commonwealth Fund 
(http://www.commonwealthfund.org).
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OBJECTIVE OF THE STUDY

The Robert Wood Johnson Foundation (RWJF) asked the Institute 
of Medicine (IOM) to reexamine America’s uninsured crisis in order to 
inform the health reform policy debate as it unfolds in 2009 and beyond. 
The objective of this report is to evaluate the research evidence on the con-
sequences of uninsurance that has emerged since the IOM conducted its 
earlier examination of the issues. 

The question of whether health insurance matters to health is far 
more than an academic concern. It is crucial that U.S. health care policy 
be informed with current and valid evidence, especially for the 45.7 mil-
lion individuals without health insurance. In recent years, researchers have 
considerably strengthened the body of evidence on the consequences of 
uninsurance, especially the consequences of uninsurance for health out-
comes. Better quality longitudinal data and quasi-experimental methods 
have been used to assess how uninsurance affects the health and mortality 
of adults (Card et al., 2007; Decker, 2005; Dor et al., 2006; Finkelstein and 
McKnight, 2007; Hadley and Waidmann, 2006; McWilliams et al., 2007; 
Polsky et al., 2006; Volpp et al., 2003, 2005). There is also new evidence 
on the benefits of coverage for children and adolescents from well-designed 
studies of enrollment in public health insurance programs, such as the State 
Children’s Health Insurance Program (SCHIP) and Medicaid (Davidoff et 
al., 2005; Halterman et al., 2008; Howell and Trenholm, 2007; Kempe et 
al., 2005; Kenney, 2007; Szilagyi et al., 2006; Trenholm et al., 2005).

what is the purpose OF Health Insurance? 

The health insurance system in the United States, in contrast with 
health insurance in almost all other industrialized nations, is essentially 
a voluntary one. Most Americans with private health insurance obtain it 
through the workplace. Employers are free to choose whether and what 
kind of insurance to offer their employees, and individuals in the United 
States are usually free to accept or decline their employers’ offer of cover-
age, to purchase individual coverage, or if they are eligible, to enroll in 
public programs such as Medicare, Medicaid, or SCHIP. 

Health insurance pools risk across groups of individuals or firms and 
then shares the cost of payouts among them, thereby reducing the burden of 
catastrophic costs for individual participants. Insurance is most effectively 
pooled across large groups. When individuals, families, or small employers 
do not have access to large group coverage, they must apply for coverage in 
the individual or small group markets. People are more likely to purchase 
and maintain coverage if they expect to incur high costs—a phenomenon 
referred to as adverse selection. Insurers protect against adverse selection 
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in the individual and small group health insurance markets by underwrit-
ing (i.e., assessment of applicants’ health status and recent use of services). 
Thus, an insurer may completely deny coverage to applicants, impose 
permanent or temporary preexisting condition limitations on coverage, or 
charge a higher premium (depending on state insurance market regulations) 
on the basis of expected risk.

What is the purpose of health insurance? The answer depends on whose 
perspective is being considered: 

•	 For consumers, health insurance often serves two purposes: (1) it 
provides a gateway to affordable health care through preferential 
pricing� of health care services and (2) it offers financial protection 
from unexpected health care costs.

•	 For clinicians, hospitals, and other health providers, health insur-
ance ensures the financial stability of their operations. Indeed, 
health insurance as we know it today was first developed by Baylor 
University Hospital for exactly that purpose (Porter and Teisberg, 
2006).

•	 With growing concern about the cost and quality of health care 
services, many large employers and purchasers of health benefits 
look to health insurance plans to encourage the use of beneficial, 
evidence-based services, particularly clinical preventive services 
such as childhood immunizations and certain adult cancer screen-
ing tests. Indeed, the quality of health insurance products is often 
assessed by measuring the extent to which the covered population 
receives such services (National Committee for Quality Assurance, 
2008).

PREVIOUS IOM REPORTS ON UNINSURANCE

From 2001 to 2004, with the support of RWJF, the IOM issued a com-
prehensive series of six reports on the consequences of uninsurance for chil-
dren, adults, families, communities, and the nation (IOM, 2001, 2002a,b, 
2003a,b, 2004).� The series culminated with the publication in 2004 of 
Insuring America’s Health: Principles and Recommendations (IOM, 2004). 
This report set out the IOM committee’s vision and principles for health 
insurance coverage in the United States. It also included the committee’s 

�  One recent analysis found that, for the same services, hospitals charge uninsured pa-
tients 2.5 times what they charge insurance companies and more than 3 times the hospital’s 
Medicare-allowable costs (Anderson, 2007).

�  For copies of the previous IOM report series on the consequences of uninsurance, please 
visit www.nap.edu.
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recommendation that the nation move quickly to implement a strategy to 
achieve universal health insurance coverage. The key findings and recom-
mendations of the 2004 report are provided in Box 1-1; the report’s execu-
tive summary is presented in Appendix A.

As of early 2009, 5 years since the publication of the IOM’s report 
Insuring America’s Health, a comprehensive national plan to address Amer-
ica’s uninsured crisis has yet to be enacted. A few states—most notably 

BOX 1-1  
The IOM’s Past Findings and Recommendations Regarding 
Health Insurance Coverage in the United States, 2001-2004

In 2001, the IOM began a comprehensive 4-year study of the consequences 
of not having health insurance in the United States at the request of the Robert 
Wood Johnson Foundation. 

From 2001 to 2004, the IOM published six reports that assessed the available 
evidence on how children, adults, families, communities, and the nation were af-
fected by uninsurance. Among the principal findings in the earlier series of IOM 
reports on the consequences of uninsurance were the following:

•	 �Children and adults without health insurance do not receive the care they 
need; they suffer from poorer health and development and are more likely 
to die early than children and adults who have coverage.

•	 �Even one uninsured person in a family can put the financial stability and 
health of the whole family at risk.

•	 �A high percentage of uninsured people within a community can adversely 
affect the overall health status of the community, its health care institutions 
and providers, and the access of its residents to key services.

•	 �Recent federal initiatives to extend health insurance coverage have not 
closed the coverage gap.

The series concluded with the publication in 2004 of Insuring America’s Health: 
Principles and Recommendations. In that report, the IOM Committee on the Con-
sequences of Uninsurance recommended the following:

•	 �The committee recommends that the President and Congress develop a 
strategy to achieve universal insurance coverage and to establish a firm 
and explicit schedule to reach this goal by 2010.

•	 �The committee recommends that, until universal coverage takes effect, the 
federal and state governments provide resources sufficient for Medicaid 
and the State Children’s Health Insurance Program (SCHIP) to cover all 
persons currently eligible and prevent the erosion of outreach efforts, eligi-
bility, enrollment, and coverage.

SOURCE: IOM (2004).



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

18	 AMERICA’S UNINSURED CRISIS

Maine, Massachusetts, and Vermont—have achieved great progress to-
wards the goal of universal health insurance coverage. Other states, includ-
ing California, have attempted reforms but failed to move forward. 

scope and methods OF THE STUDY

The scope of the earlier IOM series of studies on the consequences of 
uninsurance was broad and comprehensive: six published volumes assessed 
then-current evidence on the dynamics of health insurance coverage and the 
makeup of the uninsured population; effects of health insurance on health; 
implications for families including health and financial outcomes; impact 
on communities including the financing and delivery of health services, and 
community public health; economic and social implications such as spend-
ing and sources of spending on health care for the uninsured population 
including the estimated cost of expanding coverage, other costs including 
quality of life, family security, workforce participation and productivity; 
health systems impacts; and principles and strategies for extending cover-
age to all.

In contrast, the scope of this study is narrow and focuses on three es-
sential questions (Box 1-2): (1) What are the dynamics driving downward 
trends in health insurance coverage? (2) Is being uninsured harmful to the 
health of children and adults? (3) Are insured people affected by high rates 
of uninsurance in their communities? 

BOX 1-2  
Charge to the IOM Committee on Health 
Insurance Status and Its Consequences

The overarching objective of this study is to help inform the health reform 
policy debate as it unfolds in 2009. The committee will assess the research 
evidence—that has emerged since the IOM’s 2001 to 2004 series of reports on 
uninsurance—on the consequences of uninsurance. Rather than performing a 
comprehensive review, the committee is charged with reviewing the literature to 
identify new insights not yet known or appreciated when the IOM’s earlier reports 
were developed. 

The search for new evidence will include the published literature on the conse-
quences of uninsurance for individuals, families, communities, specific population 
groups, and safety net and other providers. The consequences may be related to 
health outcomes, such as morbidity and mortality; access to health care services; 
and economic impacts such as affordability of health coverage and its associated 
financing burden.



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

INTRODUCTION	 19

The IOM appointed the Committee on Health Insurance Status and 
Its Consequences to perform this study in April 2008. The 14-member 
committee included experts in analytic methods, public policy, vulnerable 
populations, employment-based health coverage, clinical medicine, health 
care delivery, health services research, health financing and economics, state 
health reform, and public health communication. Brief biographies of the 
committee members are presented in Appendix F. 

The committee considered but excluded several topics from the study 
in order to optimize the depth and quality of its 6-month investigation into 
the three principal questions outlined above. Excluding these topics from 
this report should not be interpreted to mean they are unimportant. Indeed, 
these topics are inextricably linked with the nation’s uninsured crisis and 
merit serious attention by policy makers. The omitted topics include the 
following: (1) The economic and financial impact of uninsurance. Health 
insurance has complex economic and financial implications for multiple 
aspects of American society—the productivity and financial stability of in-
dividuals, families, communities, health care systems and providers, Ameri-
can business, and local, state, and federal government. Related to these 
issues and also excluded from this study is the impact of uninsurance on 
household medical debt, the extent to which uninsurance affects the global 
competitiveness of American business, and whether providers shift the costs 
of uninsurance to private payers (a topic with only sparse and inconclusive 
evidence). (2) The effects of underinsurance. Uninsurance and underinsur-
ance involve distinctly different policy issues, and the strategies for address-
ing them may differ. Uninsurance—the focus of this study—refers to the 
lack of health insurance coverage. Underinsurance is defined with respect 
to health insurance coinsurance requirements and coverage limitations, e.g., 
excessive out-of-pocket expenditures and/or significant limits on health care 
benefits perceived as essential to health (Collins et al., 2008; Davis, 2007; 
Oswald et al., 2007; Schoen et al., 2005, 2008; Wender, 2007). However, 
there is no agreed upon definition of underinsurance and an inadequate 
evidence base for assessing its impact (Blewett et al., 2006; Ward, 2006). 
(3) The impact of discontinuities in health insurance. Employers switch 
health plans with relative frequency, a new job typically results in different 
health coverage, and low-income individuals cycle in and out of eligibility 
for public health insurance. Even minimal disruptions in coverage—such 
as switching between types of coverage—have been shown to affect use of 
health care services (Bindman et al., 2008; Federico et al., 2007; Lavarreda 
et al., 2008; Leininger, 2009). (4) The study sponsor asked the committee 
not to explore potential approaches to expanding health coverage. 

As the committee’s work progressed, the committee became aware of 
considerable misinformation about uninsurance and its consequences, so 
that setting the record straight became an important concern. Perhaps fore-
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most among these misconceptions is that charity care and other safety net 
services ensure that the health of uninsured individuals is protected—a be-
lief that finds no significant support in the research evidence (as Chapter 3 
will show). The committee also became aware that the continuing erosion 
of health insurance coverage was creating urgent difficulties for individu-
als, their communities, and public agencies that pay for health insurance 
coverage. It believes that 2009 will open a window of opportunity for ad-
dressing the problem. 

The committee deliberated during four in-person meetings and seven 
conference calls between May and November 2008. The committee’s ini-
tial deliberations focused on clarifying the scope of its work. The research 
conducted for this study was accomplished with the assistance of several 
consultants.� Once the basic outline for the report was established, the 
committee commissioned two systematic reviews of research evidence on 
the consequences of not having health insurance for individuals: one review 
of the evidence on the consequences for children and adolescents and a 
second review on the consequences for adults. Both of these reviews of the 
research evidence focused on research published from 2002 to August 2008 
in order to capture the evidence not available during the previous IOM 
examination of the relationship between health and health insurance. See 
Chapter 3 for details regarding the literature search strategy. The committee 
also commissioned original analyses of the Medical Expenditure Panel Sur-
vey, the household survey of the Community Tracking Study of the Center 
for Studying Health System Change, and the health insurance component 
of the Current Population Survey to examine trends in coverage and assess 
the impact of high rates of uninsurance on communities.

Organization of the report 

This introductory chapter has described the context for this report, 
including the past IOM studies on uninsurance, the purpose of health insur-
ance, the committee’s charge, and the objectives, scope, and study methods 
for this report. Subsequent chapters address the following questions: 

�  J. Michael McWilliams, M.D., Ph.D., reviewed the research evidence on the consequences 
of not having health insurance for adults, and Genevieve Kenney, Ph.D., and Embry Howell, 
Ph.D., reviewed the child and adolescent literature. Mark Pauly, Ph.D., and José Pagán, Ph.D., 
conducted an original analysis of the effects of uninsurance on privately insured persons and 
local communities. Jessica Banthin, Ph.D., Steve Cohen, Ph.D., and Joel Cohen, Ph.D., staff 
at the Agency for Healthcare Research and Quality, conducted original analyses of how unin-
sured families are burdened by the lack of health coverage. Additional details on the literature 
reviews and analyses commissioned by the committee are provided in subsequent chapters.
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•	� Chapter 2—Caught in a Downward Spiral. What are the dynamics 
driving downward trends in health insurance coverage? 

•	� Chapter 3—Coverage Matters. Is being uninsured harmful to the 
health of children and adults? What are the consequences of not 
having health coverage on access to care and health outcomes? 
Does the health of individuals without coverage improve when they 
become insured? 

•	� Chapter 4—Communities at Risk. Are insured people affected by 
high rates of uninsurance in their communities? 

•	� Chapter 5—Summary of Findings and Recommendation. What are 
the committee’s key findings and recommendation? 
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2

Caught in a Downward Spiral

Abstract: This chapter examines the dynamics underlying the continuing 
decline in health insurance coverage. Health care costs and insurance pre-
miums are growing at rates greater than the economy and family incomes. 
Employment has shifted away from industries with traditionally high rates 
of coverage (e.g., manufacturing) to service jobs (e.g., in wholesale and 
retail trades) with historically lower rates of coverage. In some industries, 
employers have relied more heavily on jobs without health benefits, includ-
ing part-time and shorter-term employment, and contract and temporary 
jobs. Overall, fewer workers, particularly among those with lower wages, 
are offered employer-sponsored coverage and fewer among those offered 
insurance can afford the premiums. For many individuals and families 
without employer-sponsored group coverage, nongroup coverage is pro-
hibitively expensive. With a severely weakened economy and rising health 
care costs, some states will face pressures to cut their recent expansions of 
public programs for low-income children and adults. Large increases in 
unemployment will further fuel the decline in the number of people with 
employer-sponsored coverage and put additional stress on state Medicaid 
and State Children’s Health Insurance Programs (SCHIP) programs. 

A number of ominous signs point to a continuing decline in health in-
surance coverage in the United States. Health care costs are rising, increases 
in health insurance premiums outpace the limited growth of typical family 
incomes, continuing changes in the workplace diminish the availability of 
employer-sponsored health insurance (ESI), unemployment is climbing, and 
severe pressures on state budgets threaten to reverse the recent expansion 
of public coverage for children and adults (Baicker and Chandra, 2006; 



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

26	 AMERICA’S UNINSURED CRISIS

Bernstein, 2008; Chernew et al., 2005; Dorn et al., 2008; Gould, 2007; 
Holahan and Cook, 2008; Reschovsky et al., 2006; Smith et al., 2008). 
This chapter begins with a brief description of the uninsured population 
and then explores the forces underlying current trends in private and public 
health coverage. 

snapshot of trends in health insurance coverage�

Sources of Health Insurance

The workplace has been the source of health coverage for several gen-
erations of Americans. Today, most privately insured people continue to be 
insured through their job or the job of a family member (Figures 2-1 and 
2-2). However, since around 2000, ESI coverage has been on the decline. 
Among adults, ESI coverage dropped by 5 percentage points between 2000 
and 2007, from 69.3 percent to 64.3 percent. ESI coverage of children also 
fell during this time period—from to 65.9 to 56.8 percent—but the decline 
was offset by rising enrollment in Medicaid and the State Children’s Health 
Insurance Program (SCHIP). During this period, many states expanded eli-
gibility, ramped up outreach, or streamlined application processes to expe-
dite eligible children’s enrollment in these public health insurance programs 
(Coughlin and Zuckerman, 2008; Smith et al., 2008).

Approximately 2.9 percent of the nonelderly population is insured 
through the TRICARE or CHAMPVA� military-related health insurance 
programs (Fronstin, 2008a).

Only a small proportion of the population purchases private health 
insurance outside the job setting. In 2007, an estimated 6.8 percent of the 
nonelderly population had individually purchased health insurance cover-
age. This percentage has been relatively steady for more than a decade 
(Fronstin, 2008a). 

Who Are the Uninsured?

In 2007, there were 45.7 million people without health insurance in 
the United States, 5.9 million more than when the IOM issued its initial 

�  Because nearly 98 percent of the U.S. adult population over age 64 has health insurance 
coverage through Medicare or other sources (DeNavas-Walt et al., 2007), this chapter focuses 
on trends in coverage for the nonelderly population. References in the text to “adults” refer 
to 18- to 64-year-olds; “children” refers to the under-18 population. 

�  TRICARE is a health benefits program sponsored by the Department of Defense for mili-
tary retirees and families of active duty, retired, and deceased service members. CHAMPVA 
refers to the Civilian Health and Medical Program for the Department of Veterans Affairs, a 
program for disabled dependents of veterans and certain survivors of veterans.
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FIGURE 2-1 Percentage of U.S. children under age 18 with employment-based 
coverage, Medicaid or SCHIP coverage, and uninsured, 2000-2007.
*SCHIP = State Children’s Health Insurance Program. Children who are otherwise 
eligible for Medicaid or have other insurance coverage are generally not eligible 
for SCHIP. 
NOTE: This figure does not show individuals with sources of health insurance 
coverage other than employer-sponsored insurance, Medicaid, SCHIP, TRICARE, 
or CHAMPVA.
SOURCE: Fronstin (2008a). Reprinted, with permission, from EBRI Issue Brief, 
2008. Copyright 2008 by Employee Benefit Research Institute.

report on uninsurance in 2001 (Box 2-1) (DeNavas-Walt et al., 2008; IOM, 
2001). This includes 36.8 million nonelderly adults—nearly 1 in 5—and 
8.1 million children—more than 1 in 10 (Table 2-1). These recent estimates 
show a small increase in the number and percent of Americans with health 
coverage from 2006 to 2007. However, the source of the increase was not a 
strengthening of private health insurance, but an expansion in government 
health insurance programs, including Medicaid, Medicare, and military 
health care. From 2006 to 2007, the proportion of the nonelderly adult 
population enrolled in a government-sponsored health plan increased from 
27.0 percent to 27.8 percent (DeNavas-Walt et al., 2008). During the same 
period, the proportion of the population in a private health insurance plan 
fell from 67.9 percent to 67.5 percent. The decline in private coverage oc-
curred in both employment-based and direct-purchase health plans. 
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Figure 2-2 adults
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Employment-based coverage 

Medicaid and SCHIP*

Uninsured

FIGURE 2-2 Percentage of U.S. adults ages 18-64 with employment-based coverage, 
Medicaid or SCHIP coverage, and uninsured, 2000-2007. 
*SCHIP = State Children’s Health Insurance Program. Adults are generally not 
eligible for SCHIP, but several states have been granted special federal approval 
to receive enhanced matching funds for coverage of parents of children enrolled in 
SCHIP and pregnant women. 
NOTE: This figure does not show individuals with sources of health insurance 
coverage other than employer-sponsored insurance, Medicaid, SCHIP, TRICARE, 
or CHAMPVA.
SOURCE: Fronstin (2008a). Reprinted, with permission, from EBRI Issue Brief, 
2008. Copyright 2008 by Employee Benefit Research Institute.

Uninsurance affects a broad swath of American households—as it did 
when the IOM first studied the topic. The uninsured population includes 
poor and middle-income people, members of one- and two-income families, 
white and black people, non-Hispanics and Hispanics, native-born and 
naturalized citizens and undocumented immigrants, children, adolescents, 
young adults, people reaching middle age, people approaching retirement, 
and early retirees. Statistics on the age, race and ethnicity, immigration 
status, household income, and work status of the uninsured, nonelderly 
population are presented in Appendix B.

Some low-income children and adults are eligible, but not enrolled in 
a public health insurance program (Table 2-2). Overall, an estimated 15.9 
percent of the uninsured population is eligible for Medicaid or SCHIP 
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BOX 2-1  
Estimates of the Uninsured U.S. Population 

from Leading Federal Surveys 

There is no question that tens of millions of people in the United States are 
uninsured, but there is some confusion about what appear to be conflicting counts 
of the uninsured population. The most prominent federal surveys used to develop 
estimates of the number of people without health insurance in the United States 
are described and compared below. Unless noted otherwise, estimates of the in-
sured and uninsured population in this report are drawn from the health insurance 
component of the Annual Social and Economic Supplement of the Current Popula-
tion Survey (CPS) conducted annually by the U.S. Census Bureau. Estimates of 
the number of uninsured people vary because the objectives and design of the 
surveys vary. Some of these differences are described below. In 2007, the CPS 
estimate was that 45.7 million people in the United States—or 17.2 percent of the 
nonelderly population—lacked health insurance.

•	 �Current Population Survey (CPS). The CPS is the most widely cited source 
on health coverage. Every March, the U.S. Census Bureau asks respondents 
about their health coverage during the previous year in an annual supplement 
to a monthly labor force survey. The objective is to estimate the number of 
persons uninsured for the entire previous year, although most experts believe 
that many respondents provide answers that reflect their insurance status at 
the time of the interview. Compared with other federal surveys, the CPS tends 
to report the highest estimate of the number of people lacking coverage for a 
1-year period. 

•	 �Medical Expenditure Panel Survey (MEPS). MEPS is a set of surveys of 
families and individuals and their medical providers and employers. MEPS is 
cosponsored by the Agency for Healthcare Research and Quality (AHRQ) and 
the National Center for Health Statistics (NCHS). In addition to collecting data 
on health coverage, MEPS collects a broad range of data on the cost and use 
of health care. Respondents are surveyed several times during the year and 
asked if they were uninsured at any time since the previous interview and then 
asked for the time period without coverage. MEPS can produce estimates for 
a point in time during the year, at any point in the year, and for the entire year. 
MEPS estimates the number of individuals without coverage for at least 1 
month of the year. In 2006, 68 million or 26.7 percent of the nonelderly popula-
tion met the MEPS definition of being uninsured. 

•	 �National Health Interview Survey (NHIS). The NHIS is a cross-sectional 
survey conducted by the NCHS to monitor trends in illness, injury, and dis-
ability and to track progress toward achieving national health objectives. Re-
spondents are asked to report their health coverage at the time of the survey 
and during the previous year. The NHIS produces point-in-time estimates 
(uninsured at the time of the interview), intermittent estimates (uninsured part 
or all of the previous year), and long-term estimates (more than a year at the 
time of the interview). For the first 9 months of 2007, NHIS estimates of the 
uninsured nonelderly population in the United States were 43.4 million (16.7
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percent) at the time of the interview; 54.1 million (20.8 percent) for sometime dur-
ing the year; and 31.1 million (11.9 percent) for more than a year. 

•	 �Survey of Income and Program Participation (SIPP). SIPP is a longitudinal 
survey, conducted by the U.S. Census Bureau, in which the same group of 
respondents is asked approximately every 4 months about their health insur-
ance coverage during the preceding 4 months. SIPP produces estimates of the 
number lacking insurance at a particular point in time, for part of the year, and 
throughout the entire year. SIPP also provides analyses of the distribution of 
income, wealth, and poverty, and of the effects of federal and state programs 
on the well-being of families and individuals. For 2005, SIPP estimates for the 
uninsured nonelderly population were 27.6 million (10.7 percent) uninsured for 
all 12 months, 65.9 million (25.6 percent) uninsured for at least 1 month, and 
45.2 million (17.6 percent) uninsured in the month of December.

SOURCES: Chu and Rhoades (2008); Cohen et al. (2007); Congressional Budget Office 
(2003); Economic Research Initiative on the Uninsured (2006); State Health Access Data 
Assistance Center (2006).

BOX 2-1 Continued 

TABLE 2-1 Number and Rate of Uninsurance Among 
Children and Adults, 2007

Number Percent
(in millions) uninsured

Total 45.7 15.3

  Nonelderly, under 65 45.0 17.2
    Children ages 0-17 8.1 11.0
    Adults ages 18-64 36.8 19.6
  Adults over age 64 0.7 1.9

NOTE: Tabulations from the March 2008 Current Population Survey.
SOURCE: DeNavas-Walt et al. (2008).

health coverage (AHRQ Center for Financing Access and Cost Trends, 
2008). 

Most uninsured people in the United States are citizens. A substantial 
percentage of the uninsured population is made up of lower- to middle-
income U.S. citizens who are not eligible for Medicaid or SCHIP. In 2005, 
citizens—with annual family incomes less than three times the federal 
poverty level (FPL) and ineligible for Medicaid or SCHIP—made up 41.4 



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

CAUGHT IN A DOWNWARD SPIRAL	 31

percent of the uninsured population, but only 26.8 percent of the general 
population. Some citizens—adults without children—are more likely to be 
uninsured because eligibility for public support is often linked with having 
a child. 

Hispanics (of any race) and blacks are disproportionately uninsured 
compared to their numbers in the overall population. In 2007, blacks� 
made up 13.3 percent of the general population, but 16.7 percent of the 
uninsured population (DeNavas-Walt et al., 2008). 

The Hispanic population was most likely to be uninsured. Hispanics 
made up 15.4 percent of the population but almost one-third (32.3 percent) 
of the uninsured population. Job differences explain some but not all of 
the disparity. Hispanic workers have the lowest rate of employer-sponsored 
coverage of any racial or ethnic group (Gould, 2008). In 2007, 67.4 percent 
of Hispanics over the age of 15 were in the civilian labor force, only slightly 

�  Includes multiracial blacks and blacks of Hispanic and non-Hispanic origin.

TABLE 2-2 Comparison of the Uninsured and General U.S. Population 
Under Age 65 by Selected Categories, 2005

Category
Uninsured  
population (%)

General 
population (%)

People who are eligible for Medicaid 
or SCHIP

15.9 17.2

Noncitizens 17.7 7.0
U.S. citizens with family incomes 

greater than three times the 
federal poverty level (FPL)a

24.9 49.0

U.S. citizens with low- and middle-
incomes who are not eligible for 
public coverageb

41.4 26.8

  Low- and middle-income 
citizens ages 19–34 without 
children 

13.7 5.8

  Other low- and middle-
income citizens

27.7 21.0

Total 100.0 100.0

NOTE: Each category is mutually exclusive. Tabulations are based on the January-June 2005 
Medical Expenditure Panel Survey. Details may not sum to totals because of rounding.
  a Citizens with “higher incomes” are those with family incomes that exceed three times the 
FPL. In 2005, the FPL was $21,386 for a family of four.
  b Citizens with “low- and middle-incomes” are those with family incomes less than three 
times the FPL. 
SOURCE: AHRQ Center for Financing Access and Trends (2008).
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more than the overall population (U.S. Census Bureau, 2008).� Yet many 
Hispanic workers are employed in industries associated with low wages and 
limited health benefits, such as sales, building and grounds cleaning and 
maintenance, and food preparation and serving (Kochhar, 2005).� Rutledge 
and McLaughlin analyzed 20 years of pooled SIPP data to assess the trends 
in uninsurance among Hispanics (Rutledge and McLaughlin, 2008). They 
found that the decline in coverage among Hispanics occurred among both 
U.S. born and immigrants and was primarily driven by a decrease in private 
coverage.

The Forces Behind the Downward SPIRAL 
in Health Insurance Coverage

Rising Costs Are Driving the Decline in Health Insurance Coverage

Most analysts agree that rising health care costs are the principal 
force driving the declines in health insurance coverage (Chernew et al., 
2005; Cooper and Schone, 1997; Holahan and Cook, 2008). Health care 
costs—in both the private and public sectors—have been growing faster 
than the overall economy for decades. In 2006, health care spending aver-
aged $7,026 per person in the United States (Catlin et al., 2008; Centers for 
Medicare & Medicaid Services Office of the Actuary, 2008b). 

From 2000 to 2006, per capita health care spending grew by 47 percent 
compared to the 34 percent increase in gross domestic product (Centers for 
Medicare & Medicaid Services Office of the Actuary, 2008c). The trend is 
expected to continue (Congressional Budget Office, 2008; Ginsburg, 2008; 
Paulson et al., 2008; U.S. Government Accountability Office, 2008). The 
Centers for Medicare & Medicaid Services projects that total U.S. health 
care spending will almost double between 2008 and 2017 (Keehan et al., 
2008). 

Employer-Sponsored Insurance

Health insurance has been associated with the workplace ever since the 
1930s when it was introduced as a fringe benefit of employment (Moran, 
2005). However, the rapid growth in health care costs has made it increas-
ingly difficult for employers to offer health coverage for their workers. 

�  This compares with 64.4 percent of the total U.S. population over age 15 in the civilian 
labor force.

�  For additional research on health insurance trends in the Hispanic population, also 
see: Buchmueller et al. (2007); Fronstin (2008a,b); Hargraves (2004); Holahan and Cook 
(2005).
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In addition, many workers with access to ESI have found it increasingly 
difficult to pay the employee premiums associated with taking up their 
employers’ offers of coverage (Chernew et al., 2005; Cooper and Schone, 
1997; Fronstin, 2008a; Holahan and Cook, 2008; U.S. Government Ac-
countability Office, 2008). 

Chernew and colleagues analyzed the decline between 1989 to 1991 
and 1998 to 2000 in ESI in two cohorts of nonelderly Americans living in 
64 large metropolitan statistical areas (Chernew et al., 2005). The research-
ers concluded that the rising cost of health insurance premiums was the 
principal factor underlying the decline in health insurance, leading to their 
conclusion that uninsurance will increase further if, as expected, health care 
costs continue to outpace income growth. 

Growth in health insurance premiums for ESI coverage has far outpaced 
wage growth and family incomes. Between 1999 and 2008, the cumulative 
rate of increase in family premiums (119 percent) was substantially greater 
than the increase in workers’ earnings (34 percent) (Kaiser Family Founda-
tion and Health Research & Educational Trust, 2008a,b). Many employers 
and workers are finding that premiums are simply unaffordable. In 2005, 
nearly three-quarters of uninsured workers reported that they had declined 
employers’ offers of employer-sponsored health insurance because of the 
high cost (Fronstin, 2008a).

As shown in Figure 2-3, the average annual single and family premiums 
for an employer-sponsored plan more than doubled from 1999 to 2008 
(Kaiser Family Foundation and Health Research & Educational Trust, 
2008a). Premiums for single individuals increased from $2,196 in 1999 to 
$4,704 in 2008, while family premiums increased from $5,791 in 1999 to 
$12,680 in 2008. 

The aging of the so-called baby boom generation is likely to exacerbate 
the rising costs of health care (Congressional Budget Office, 2008). Many 
people born between 1946 and 1964 are now reaching the age when serious 
health problems emerge, the need for health care heightens considerably, 
and medical expenses climb. In 2007, 13.1 percent of 50- to 64-year-olds 
were uninsured—7.1 million individuals (Table 2-3) (Economic Research 
Initiative on the Uninsured, 2008). The rate of uninsurance among 50- to 
64-year-olds is lower than most other age groups, but it is rising at a faster 
rate than other age groups. And, this is occurring as the sheer size of this 
population group reaches historic levels. Recent trends in employer-spon-
sored retiree health coverage are a contributing factor. In a 2008 survey, the 
Kaiser Family Foundation and Health Research & Education Trust found 
that large employers are increasingly unwilling to sponsor retiree health 
benefits for new employees (Kaiser Family Foundation and Health Research 
& Educational Trust, 2008a). Overall, fewer employers offer retiree ben-
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Figure 2-3
R01390

bitmapped fixed image

FIGURE 2-3 Average annual premiums for single and family employer-sponsored
coverage, 1999-2008.
	*Estimate is statistically different from estimate for the previous year shown (p < 
0.05).
SOURCE: Kaiser Family Foundation and Health Research & Educational Trust 
(2008a). This information was reprinted with permission from the Henry J. Kaiser 
Family Foundation. The Kaiser Family Foundation is a nonprofit private operating 
foundation, based in Menlo Park, California, dedicated to producing and commu-
nicating the best possible information, research, and analysis on health issues.

TABLE 2-3 Changes in the Number and Percentage of Uninsured People 
in the Nonelderly U.S. Population by Age Group, 2000-2007

Age group
Year

2000 2001 2002 2003 2004 2005 2006 2007

Number uninsured (in millions)

Under 18 8.4 8.2 8.2 8.1 7.7 8.1 8.7 8.1
18 to 29 11.7 12.1 13.1 13.7 13.6 14.0 14.5 14.0
30 to 49 13.1 13.9 14.9 15.4 15.7 15.7 16.2 15.7
50 to 64 5.0 5.2 5.6 5.9 6.0 6.6 7.1 7.1

Uninsured rate (in percent)

Under 18 11.6% 11.3% 11.2% 11.0% 10.5% 10.9% 11.7% 11.0%
18 to 29 25.7 26.6 28.3 29.3 28.7 29.1 29.5 28.2
30 to 49 15.4 16.2 17.3 18.0 18.4 18.5 19.2 18.7
50 to 64 11.7 11.8 12.1 12.3 12.1 12.8 13.4 13.1

SOURCE: Economic Research Initative on the Uninsured (2008).
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efits than in the past and, when retiree health benefits are offered, it is with 
higher premiums and higher patient cost sharing (Fronstin, 2008b). 

Lower- and Middle-Income Workers

The rising cost of coverage is particularly burdensome for lower-income 
workers. Although employees’ percentage share of ESI premiums has been 
stable, average employee premium costs have increased steadily. Between 
1999 and 2008, the average annual employee premium contribution for 
family coverage rose from $1,543 to $3,354 (Kaiser Family Foundation 
and Health Research & Educational Trust, 2008a). Shen and Long studied 
the decline in ESI between 1999 and 2002—a period encompassing both 
economic growth and recession—in order to determine whether the down-
ward trend in coverage was related to decreasing offers from employers or 
to increasing numbers of employees deciding not to take up offers of cover-
age (Shen and Long, 2006). They found that, in 2002, both changes were 
occurring—workers with family incomes lower than twice the FPL were far 
less likely to be offered an ESI plan than higher income workers earning 
two to four times the FPL (55.4 percent vs. 78.6 percent) and lower-income 
workers were less likely to take up an employer’s offer of coverage (75.5 
percent vs. 83.7 percent). 

An analysis of data from MEPS provided to the committee by the 
AHRQ Center for Financing, Access, and Cost Trends indicates that the 
take-up of ESI coverage among lower-wage workers continued to decline 
through 2005 (AHRQ Center for Financing Access and Cost Trends, 2008; 
Cooper and Schone, 1997). Family take-up rates dropped from 75.8 per-
cent in 1996 to 66.8 percent in 2005 for workers earning $7.00/hour or less 
and dropped from 86.1 percent in 1996 to 82.4 percent in 2005 for workers 
earning between $7.01/hour and $10.00/hour. Many middle-income work-
ers, although not as vulnerable as lower-income workers, are also at risk of 
losing employer-sponsored coverage. In the Shen and Long study described 
above, both low- and middle-income workers experienced a 3 percentage-
point drop in ESI coverage from 1999 to 2002 (Shen and Long, 2006). 

The Changing Workplace

The American workplace has undergone significant change in the 
last decade. Since 2000, the occupation, firm size, and industry mix has 
changed; the gender and age distribution of the labor force has changed; 
and the importance of part-time, part-year, and contractual workers has 
changed (Bernstein and Shierholz, 2008; Gould, 2007; Haas and Swartz, 
2007; Holahan and Cook, 2008; Reschovsky et al., 2006; Shen and Long, 
2006). Health insurance coverage varies substantially across these different 
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job categories, so these changes in job mix may have profound implications 
for health insurance coverage. 

As shown in Table 2-4, the percentage of private sector workers cov-
ered by their employer’s health plan varies markedly by occupation, firm 
size, and industry. In each year between 2002 and 2007, workers’ coverage 
by their employer varied by at least 46 percentage points between indus-
tries, 32 percentage points between white collar and service workers, and 
34 percentage points between large firms (500 or more employees) and 
small firms (less than 25 employees) (Gould, 2007, 2008). In 2007, for ex-
ample, private sector employer coverage of white collar workers was more 
than double the rate for service workers, at 61.9 percent and 29.5 percent, 
respectively. The contrast between industries was similarly stark. More than 
70 percent of mining and manufacturing workers were enrolled in their 
employer’s health plan compared to less than 30 percent of agriculture, 
forestry, fishing, hunting, arts, entertainment, recreation, accommodation, 
and food service workers.

Table 2-4 also shows that the trends in private sector health insurance 
coverage differ by occupation, firm size, and industry. In all types of oc-
cupations (white collar, blue collar, service, and other), the percentage of 
private sector workers with ESI coverage was lower in 2007 than it was 
in 2000 (Gould, 2007, 2008). For blue-collar workers, however, the 5.0 
percentage point decline between 2000 and 2007 exceeded the declines 
for white collar workers (3.0 percentage points) and service workers (4.4 
percentage points). From 2000 to 2007, workers in firms of all sizes expe-
rienced declines in coverage, but the greatest decline (4.0 percentage points) 
occurred among workers with jobs in small firms.

The majority of states have enacted laws to promote small firms’ access 
to small group health insurance coverage. From 1991 to 1996, for example, 
every state except Alaska, Michigan, and Pennsylvania enacted legislation 
to reform the small group health insurance market in some way (Simon, 
2005). The reforms included various approaches, alone or in combination, 
such as limits on the methods insurers may use to set premiums for small 
group plans, requiring guaranteed issue of small group coverage, allowing 
insurers to sell “bare bones” small group coverage to first time buyers, lim-
iting preexisting condition exclusions, and enhancing portability. There is 
no evidence, however, that the states’ efforts have had a substantial positive 
impact (Simon, 2005, 2008).

Fewer Jobs with Health Benefits—More Part-Time and Short-Term Jobs

Rising health insurance premiums increase the ranks of both the un-
insured and the unemployed. In addition, the compositions of the work-
place and the workforce have undergone significant change (Bernstein and 
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Shierholz, 2008; Gould, 2007; Haas and Swartz, 2007; Holahan and Cook, 
2008; Reschovsky et al., 2006; Shen and Long, 2006). Employers have in-
creasingly replaced permanent, full-time jobs with contract, part-time, and 
temporary positions that do not come with health benefits. In an analysis 
of the impact of rising health insurance premiums on the labor market, 
Baicker and Chandra concluded that increasing premiums contribute to 
higher unemployment, reduced hours worked, and the greater likelihood 
that workers are employed part-time rather than full-time (Baicker and 
Chandra, 2006). The researchers estimated that a 10 percent increase in 
health insurance premiums reduces workers’ likelihood of employment by 
1.2 percentage points, reduces hours worked by 2.4 percent, and increases 
the odds of workers being employed only part-time instead of full-time by 
1.9 percentage points.

Shen and Long’s research suggests that low-wage workers are particu-
larly at risk of uninsurance because only a small proportion (13 percent) 
of them have a spouse with access to ESI (Shen and Long, 2006). Because 
of the high cost of nongroup coverage, there are limited options for those 
workers not offered ESI. Particularly worrisome is that adults who decline 
offers of ESI are likely to remain uninsured and are more likely to be in 
poor health with high-cost medical conditions (Bernard and Selden, 2006; 
Glied and Mahato, 2008). 

LIMITATIONS OF THE nongroup 
Health insurance MARKET

People without access to ESI, other sources of group health insurance, 
or public insurance must turn to the nongroup health insurance market if 
they want to obtain health insurance. In 2007, only 6.8 percent of the non-
elderly U.S. population was covered by a nongroup health insurance policy 
(Fronstin, 2008a). This percentage has been relatively steady for more than 
a decade, fluctuating between 6.5 percent and 7.2 percent. Meanwhile, the 
ranks of the uninsured have increased. Some state and federal regulations 
have been put in place to help promote access to nongroup coverage, but 
current data limitations undermine research to assess the outcome of the 
regulations (Simon, 2008).� 

Access to nongroup health insurance coverage is highly dependent on 
individuals’ circumstances and geographic location. Since states regulate 
the nongroup insurance market and health care costs vary substantially 
by location, the premiums for nongroup insurance policies are highly de-
pendent on where one lives. Regardless of location, however, the premium 

�  The Kaiser Family Foundation maintains a website with extensive information on state 
and federal rules for the nongroup market (Kaiser Family Foundation, 2008).
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costs for nongroup coverage can be exceedingly high because the individual 
subscriber pays the entire cost without a contribution from an employer. 
Moreover, health insurers typically subject applicants for individual poli-
cies to underwriting (i.e., assessment of their health status and recent use 
of services) if they want coverage (Merlis, 2005). Individuals who apply 
for nongroup health insurance may be denied a policy because they or a 
family member have a preexisting condition or are employed in occupa-
tions viewed as high risk. In most states, the insurer may deny coverage 
completely, impose either a permanent or temporary preexisting condition 
limitation on coverage, or charge a higher premium based on health status, 
occupation, and other personal characteristics.

Individual medical insurability also depends on how recently one has 
been covered by a group health plan. Applicants with recent group cover-
age have some protections under the federal Health Insurance Portability 
and Accountability Act (HIPAA) (P.L. No. 104-191).� For example, HIPAA 
guarantees access to continued coverage for individuals with recent ESI cov-
erage who change or lose jobs. HIPAA rules allow the states to specify some 
of the key terms of coverage (Kaiser Family Foundation, 2008). Most states 
offer HIPAA-eligible residents who are quoted high premiums access to a 
state high-risk pool; but the coverage can be expensive, include high cost-
sharing requirements, and offer only limited benefits. HIPAA’s rules do not 
protect individuals from future increases in premiums. As a consequence, 
someone who suffers serious medical condition or trauma may be charged 
extremely high premiums (Pauly and Lieberthal, 2008). 

Beyond HIPAA-related rules, a few states have regulations that are 
designed to promote access to nongroup coverage by requiring guaranteed 
issue of nongroup policies, limits on preexisting condition exclusions, and 
caps on premiums (see Appendix C for details by state on regulations 
addressing access to individual health insurance policies). Six states, for 
example, require that all insurers offer all applicants a health policy re-
gardless of health status: Maine, Massachusetts, New Jersey, New York, 
Vermont, and Washington (Kaiser Family Foundation, 2008). An additional 
six states have an insurer of last resort, Blue Cross Blue Shield, which must 
offer everyone a policy: District of Columbia, Michigan, North Carolina, 

�  Individuals eligible for coverage under HIPAA regulations are guaranteed the right to 
purchase individual coverage with no preexisting condition exclusion periods when they leave 
group coverage. To be eligible, the individual must have at least 18 months of prior coverage, 
uninterrupted by more than 63 consecutive days. The last day of prior coverage must be in 
a group plan and, upon leaving group coverage, the individual must elect and exhaust any 
available COBRA (Consolidated Omnibus Budget Reconciliation Act) continuation cover-
age or similar state continuation coverage. See Kaiser State Health Facts for more informa-
tion about individual market guaranteed issue: http://www.statehealthfacts.org/comparetable.
jsp?cat=7&ind=353. 
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Pennsylvania, Rhode Island, and Virginia. However, guaranteed issue re-
quirements do not provide limits on the cost of policies—so, many are 
unaffordable.

economic pressures threatenING 
PUBLIC coverage expansions

It is possible that additional millions of low-income Americans would 
be uninsured today were it not for recent state and federal efforts to ex-
pand coverage. As noted previously, states and the federal government have 
substantially increased health coverage among low-income children and to 
a lesser degree among adults in the last decade, by expanding eligibility, 
conducting outreach to people already eligible, and expediting enrollment 
in Medicaid and SCHIP. And, as this report was being finalized, Congress 
reauthorized the SCHIP program (P.L. No. 111-3).

Every state has implemented an SCHIP program (Centers for Medicare 
& Medicaid Services Office of the Actuary, 2008a). The primary beneficia-
ries of SCHIP programs have been children, particularly those with family 
incomes between 100 percent and 200 percent of the FPL. State SCHIP 
programs have targeted benefits to these children because their family 
income is too high for them to qualify for Medicaid, but too low for their 
parents to afford private family health insurance coverage. According to 
estimates based on the NHIS, rates of uninsurance among children in low-
income� families fell by more than one-third between 1997, the year before 
SCHIP was implemented, and 2005 (Ku et al., 2007). Recently, many states 
have moved to further expand enrollment in publicly subsidized programs. 
Between 2006 and 2007, 35 states enacted expansions in Medicaid or 
SCHIP eligibility for children and/or adults (Table 2-5). In 2008, 10 states 
implemented or authorized eligibility expansions for children (Ross and 
Marks, 2009).

It is now clear that some states may be unable to sustain recent expan-
sions in Medicaid and SCHIP given the severity of the current economic 
crisis. During the last economic downturn, some states restricted enrollment 
procedures that led to steep declines in children’s enrollment (Ross and 
Marks, 2009). When states face budget gaps, they must cut expenditures, 
raise taxes, or dig into state reserves. As of January 2009, state budget 
shortfalls were projected to total $350 billion through fiscal year 2011. At 
the time this report was being drafted, many states forecast budget deficits 
and were either putting expansion plans on hold or considering cuts to their 
Medicaid and SCHIP programs (Dorn et al., 2008; Johnson et al., 2009; 
Smith et al., 2008). 

�  Low income in this analysis was defined as less than 200 percent of the FPL.
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TABLE 2-5 States Expanding Publicly Subsidized Coverage to Children 
or Adults, 2006-2007

  Children Adults   Children Adults

Number of 
states

26 18
Missouri √ √

Alabama Montana √
Alaska √ Nebraska
Arizona √ Nevada √
Arkansas New Hampshire
California New Jersey √
Colorado √ New Mexico √
Connecticut √ New York √ √
DC √ North Carolina √
Delaware √ North Dakota √
Florida Ohio √ √
Georgia Oklahoma √ √
Hawaii √ Oregon √
Idaho Pennsylvania √
Illinois √ Rhode Island
Indiana √ √ South Carolina √
Iowa √ √ South Dakota
Kansas √ Tennessee √ √
Kentucky Texas √ √
Louisiana √ Utah
Maine Vermont √
Maryland √ Virginia
Massachusetts √ √ Washington √
Michigan West Virginia √
Minnesota √ Wisconsin √
Mississippi Wyoming √

SOURCE: McDonough et al. (2008). Copyrighted and published by Project HOPE/Health 
Affairs as McDonough et al., A Progress Report on State Health Access Reform, Health Af-
fairs, 27(2): w105-w115, 2008. The published article is archived and available online at www.
healthaffairs.org.

Nevertheless, states appear committed to the programs, especially with 
respect to expanded eligibility. As this report was prepared, few states had 
acted to reverse eligibility expansions for Medicaid or SCHIP (Johnson et 
al., 2009; Smith et al., 2008). Most states are looking for savings in a va-
riety of other areas, such as provider reimbursements, pharmacy controls, 
and benefit reductions, or new sources of revenue such as patient cost-
sharing and increasing the cost of premiums. Only two states reported new 
limits on eligibility for public insurance in 2008: Rhode Island lowered the 
maximum income eligibility for parents from 185 percent to 175 of the FPL 
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(Ross and Marks, 2009), and Maine established a waiting list for SCHIP 
coverage and froze enrollment for childless adults (Smith et al., 2008).

The U.S. Department of Labor announced in January 2009 that 2.6 
million jobs had been lost in 2008 (U.S. Bureau of Labor Statistics, 2009). 
By the end of December 2008, the U.S. unemployment rate had reached 
7.2 percent, bringing the total number of the unemployed to 11.1 million. 
Numerous studies show that rising unemployment, which causes people to 
lose their employer-based health insurance coverage, as well as to experi-
ence reductions in family incomes, leads to a rising demand for Medicaid 
and SCHIP coverage. Dorn and colleagues, for example, used 1990 to 2003 
state-level data from the CPS and other sources to estimate the impact of 
unemployment on health insurance coverage. The researchers concluded 
that a 1 percentage point rise in the national unemployment rate would in-
crease Medicaid and SCHIP enrollment by 1 million (assuming no cutbacks 
in eligibility) (Dorn et al., 2008). In addition, they found that a 1 percentage 
point rise in the national unemployment rate would increase the uninsured 
population by 1.1 million.

As shown in Figure 2-4, three states—Maine, Massachusetts, and 

2-4 new

FIGURE 2-4 States moving toward comprehensive health care reform.
SOURCE: Kaiser Commission on Medicaid and the Uninsured (2008). This infor-
mation was reprinted with permission from the Henry J. Kaiser Family Foundation. 
The Kaiser Family Foundation is a nonprofit private operating foundation, based in 
Menlo Park, California, dedicated to producing and communicating the best pos-
sible information, research, and analysis on health issues.



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

44	 AMERICA’S UNINSURED CRISIS

Vermont—have enacted and are implementing plans to achieve univer-
sal health coverage (Kaiser Commission on Medicaid and the Uninsured, 
2008). In Massachusetts, 439,000 previously uninsured individuals had 
obtained health insurance as of March 2008. In Maine, 23,000 individuals 
and more than 725 small business had obtained coverage through Maine’s 
initiative, “Dirigo Choice,” as of February 2008. Vermont began imple-
mentation of “Catamount Health” in October 2007, and 5,704 individuals 
had enrolled as of September 2008. As this report was drafted in late 2008, 
an additional 14 states had reform plans under way: California, Colorado, 
Connecticut, Illinois, Iowa, Kansas, Minnesota, New Jersey, New Mexico, 
New York, Oregon, Pennsylvania, Washington, and Wisconsin (Figure 2-4). 
The downturn in the U.S. economy is likely to stymie many states’ efforts 
to expand public health insurance coverage. In California, for example, the 
state assembly approved ambitious legislation to expand coverage in 2007, 
but soon after, the state senate rejected the bill.

Conclusion

Health insurance coverage has declined over the last decade despite 
increases in public program coverage, and will continue to decline. There 
is no evidence to suggest that the trends driving loss of insurance coverage 
will reverse absent concerted action. Rising health care costs and a se-
verely weakened economy threaten not only employer-sponsored coverage, 
the cornerstone of private health coverage in the United States, but also 
threaten recent expansions in public coverage despite the recent reautho-
rization of SCHIP. Health care costs and insurance premiums are growing 
substantially faster than the economy and family incomes. Employment 
has shifted away from industries with traditionally high rates of coverage 
(e.g., manufacturing) to service jobs (e.g., in wholesale and retail trades) 
with historically lower rates of coverage. In some industries, employers 
have begun to rely more heavily on jobs without health benefits, such as 
part-time and shorter-term employment and contract and temporary jobs. 
Overall, fewer workers, particularly among those with lower wages, are 
offered employer-sponsored coverage and fewer among them can afford 
the premiums. And, early retirees are less likely to be offered retiree health 
insurance benefits than in the past. For many people without employer-
sponsored health insurance, nongroup coverage is prohibitively expensive 
or unavailable. Some states are under extreme economic pressure to cut 
their recent expansions of public programs for low-income children and 
adults. Sharp increases in unemployment will further fuel the decline in the 
number of people with employer-sponsored coverage and add even greater 
stress on states’ Medicaid and SCHIP programs.
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3

Coverage Matters

Abstract: If health insurance affects individuals’ health, functioning, and 
quality of life, it is by enabling access to effective health care services, in-
cluding preventive services, early detection of disease, diagnostic services, 
treatment, rehabilitation, and palliative care. Important new research 
has emerged since the Institute of Medicine last studied the question of 
whether health insurance matters to health. This chapter draws from two 
commissioned systematic reviews of the evidence that was published from 
2002 through August 2008 on the relationships between (1) health insur-
ance coverage and access to potentially beneficial health care services, (2) 
access to potentially beneficial health care services and health outcomes, 
and (3) the overarching link between health insurance coverage and health 
outcomes. The committee concludes that the existing body of evidence is 
stronger and of higher quality than in the previous study. The committee 
further finds that, in the United States, health insurance coverage is inte-
gral to health care access and health. For people without health insurance, 
there is a chasm between health care needs and access to needed services 
despite the availability of some safety net services. With health insurance, 
children are more likely to gain access to a medical home, well-child 
care and immunizations, prescription medications, appropriate care for 
asthma, and basic dental services. They are also more likely to have fewer 
avoidable hospitalizations, improved asthma outcomes, and fewer missed 
days of school. Uninsured adults face serious and sometime grave risk to 
their health. Without health insurance, adults have less access to effective 
clinical services including preventive care and, if sick or injured, are more 
likely to suffer poorer heath outcomes, greater limitations in quality of life, 
and premature death. When adults gain health insurance, they experience 
improved access to effective clinical services and better health outcomes.
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When policy makers and researchers consider potential solutions to the 
problem of uninsurance in the United States, the question of whether health 
insurance matters to health is often an issue. This question is far more than 
an academic concern. It is crucial that U.S. health care policy be informed 
with current and valid evidence on the consequences of uninsurance for 
health care and health outcomes, especially for the 45.7 million individuals 
without health insurance. 

Some people might think it is obvious that not having health insurance 
will have adverse consequences for individuals’ health. On the other hand, 
some people believe that children and adults without health insurance have 
access to needed health care services at hospital emergency rooms, commu-
nity health centers, or other safety net facilities offering charity care. And 
some observers note that there is a solid body of evidence showing that a 
substantial proportion of U.S. health care expenditures is directed to care 
that is not effective and may sometimes even be harmful. At least for the 
insured population, spending more and using more health care services does 
not always yield better health outcomes or increase life expectancy (Fisher 
et al., 2003; Fuchs, 2004; Wennberg and Wennberg, 2003; Wennberg et 
al., 2006). 

Is having health insurance essential for gaining access to appropriate 
health care services? Or is there evidence that the uninsured population 
receives the health care services necessary to achieve health outcomes com-
parable to the insured population? This chapter provides a summary of 
the key findings from the research evidence on the relationships between 
health insurance and health outcomes that has emerged since the Institute of 
Medicine (IOM) released its last report on the issue in 2002 (IOM, 2002a). 
It is based on two systematic reviews of the literature on the consequences 
of uninsurance for individuals’ health outcomes commissioned by the com-
mittee in 2008: one that evaluated the recent evidence pertaining to children 
and adolescents (Kenney and Howell, 2008) and a second that evaluated 
the evidence for adults (McWilliams, 2008).� 

In 2002, the IOM judged the available evidence to be sufficiently strong 
and consistent to conclude that uninsured individuals do not receive needed 
health care services, and they suffer poorer health outcomes, including, for 
adults, greater risk of premature death (IOM, 2002a,b). Hadley drew simi-
lar conclusions in a comprehensive and rigorous literature review conducted 
shortly thereafter (Hadley, 2003). Freeman and colleagues, who conducted 

�  The commissioned reviews of the research evidence from 2002 to August 2008 on conse-
quences of uninsurance for access and health were (1) Health Consequences of Uninsurance 
Among Adults in the United States: An Update, by J. Michael McWilliams, M.D., Ph.D., 
Harvard Medical School; and (2) Health and Access Consequences of Uninsurance Among 
Children in the United States: An Update, by Genevieve M. Kenney, Ph.D., and Embry Howell, 
Ph.D., The Urban Institute. Much of the discussion in this chapter is based on these reviews. 



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

COVERAGE MATTERS	 51

a more recent systematic review of the literature, reported in 2008 that 
the research consistently shows that health insurance increases the utiliza-
tion of health care services and improves health outcomes (Freeman et al., 
2008). Levy and Meltzer, on the other hand, have argued that the available 
evidence on the health effects of uninsurance on the general population is 
not convincing because of its reliance on observational research (Levy and 
Meltzer, 2008). These investigators do agree, however, that there is persua-
sive evidence that health insurance improves the health outcomes of certain 
vulnerable subgroups, such as infants, children, and adults with AIDS. They 
also believe that there is evidence that health insurance improves blood 
pressure control and other specific measures of health for a broader popula-
tion of adults, particularly low-income adults. 

CONCEPTUAL FRAMEWORK 

The focus of this chapter is on how health insurance affects children’s 
and adults’ health outcomes. One would expect that the greatest effects of 
not having health insurance would be on the health outcomes of individu-
als who need health care the most, such as children with special health 
care needs and individuals who are acutely ill, suffer an injury or trauma, 
or have a chronic health condition. Of course, some health problems (e.g., 
obesity) may require a host of interventions beyond those provided through 
health insurance coverage (Forrest and Riley, 2004; Homer and Simpson, 
2007). 

The conceptual framework and focus of the committee in examining 
the potential effects of uninsurance on individuals’ health outcomes is il-
lustrated in Figure 3-1. If health insurance affects individuals’ health status, 
functional status, and quality of life, it is by enabling access to potentially 
beneficial health care—that is, by enabling the timely use of personal health 
services to achieve the best possible health outcomes (IOM, 1993). As 
shown in Figure 3-1, health insurance is one of several factors that enable 
access to care, others being financial resources, geographic location, lan-
guage and culture, and transportation. Potentially beneficial health services 
include clinical preventive services, early detection of disease, diagnostic 
services, treatment, rehabilitation, and palliative care. Rehabilitative and 
palliative care services are not addressed in this report because the relevant 
research is extremely limited. 

Health insurance alone does not necessarily assure that individuals 
receive high-quality care (McGlynn et al., 2003). Other enabling factors, 
such as financial resources, geographic location, language and culture, and 
transportation, are also integral to health care access and outcomes, but are 
outside the scope of this study. 
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method of the REVIEW

As previously noted, this chapter is based on two systematic reviews of 
the research evidence on the consequences of uninsurance for individuals’ 
health outcomes that were commissioned by the committee in 2008: one 
review of the evidence pertaining to children and adolescents (Kenney and 
Howell, 2008) and a second review of the evidence for adults (McWilliams, 
2008). The authors of these reviews conducted comprehensive searches 
for evidence pertaining to the three important relationships illustrated in 
Figure 3-1: (1) the link between health insurance coverage and access to 
potentially beneficial health care services, such as clinical preventive ser-
vices, early detection of disease, diagnostic services, and treatment; (2) the 
link between access to potentially beneficial health care services and health 
outcomes, such as health status, functional status, and quality of life; and 
(3) the overarching link between health insurance coverage and potential 
health outcomes. 

Research Challenges in Assessing the Health 
Consequences of Uninsurance

What constitutes valid research evidence on the consequences of not 
having health insurance? Definitions of some key concepts that are impor-

Factors That Affect 
Access to Health 

Care

Health insurance coverage  
Financial resources* 
Geographic location* 
Language, culture* 
Transportation*

Potentially Beneficial 
Health Care Services

Clinical preventive services 
(e.g., childhood 
immunizations; adult cancer 
screening) 
Early detection of disease 
Diagnosis and treatment for: 
o Acute medical conditions 

(e.g., trauma, acute 
myocardial infarction) 

o Chronic disease 
management (e.g., 
diabetes, asthma, 
hypertension) 

Rehabilitation* 
Palliative care*

Potential Health
Outcomes

Health status (morbidity  
and mortality)
Functional status (ability to 
work, disability, childhood 
developmental milestones) 
Quality of life

* Items shown in italics are not addressed in this report. 

3-1 new

FIGURE 3-1 Conceptual framework and focus of the chapter. 
*Items shown in italics are not addressed in this report.
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tant to interpreting the research evidence on the health consequences of 
uninsurance are provided in Box 3-1. Conclusions about the links between 
health insurance and health outcomes must be drawn with caution from 
observational studies that compare health-related outcomes of insured and 
uninsured adults and use statistical techniques to adjust for differences in 
other predictors of health that may be related to health insurance status. 
Assessing the effect of uninsurance on health outcomes is a research chal-
lenge for two main reasons.

First, insured and uninsured adults may differ greatly in demographic 
or socioeconomic characteristics, environmental influences, clinical risk fac-
tors, health behaviors, preferences, or other predictors of health. It is virtu-
ally impossible to measure all systematic differences between these groups, 
some of which may be unobservable, let alone measure them all with preci-
sion. Moreover, most comparisons of insured and uninsured adults rely on 
previously collected data on a limited set of variables. As a result, important 
differences may remain after statistical adjustments that explain observed 
differences in health between insured and uninsured adults. 

Second, not only might health insurance status affect health, but health 
may also affect health insurance status. Health declines, for example, lead 
to coverage gains through increased demand for private insurance or eligi-
bility for public insurance, or lead to uninsurance through job loss, income 
reductions, or selection behaviors on the part of insurers. Thus, cross-sec-
tional associations between health insurance status and health may be due 
to the effects of health on health insurance rather than the reverse. 

Because of the limitations of observational comparisons, conclusions 
about the health consequences of uninsurance would ideally rely on experi-
mental or quasi-experimental evidence (Levy and Meltzer, 2008). Without 
random assignment of insurance status, estimated effects cannot be char-
acterized as causal with absolute certainty. The RAND Health Insurance 
Experiment, however, remains the only large experimental study of health 
insurance in which features of coverage were randomly assigned, and ethi-
cal and practical considerations make future trials of its kind unlikely. Fur-
thermore, the RAND Health Insurance Experiment was conducted many 
years ago and did not include an uninsured group, thus its findings may not 
generalize to the current population of uninsured adults. 

Given the limitations of observational studies and the dearth of experi-
mental studies of the effects of health insurance, findings from quasi-experi-
mental studies should be given greatest weight in formulating conclusions 
about the consequences of uninsurance (Levy and Meltzer, 2008). Still, 
the merits of observational studies should not be ignored. The results of 
quasi-experimental studies often cannot be generalized beyond a local or 
marginal group affected by a specific policy, and larger observational stud-
ies may support inferences about broader populations, particularly when 
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BOX 3-1  
Key Concepts in Assessing Evidence on the 

Health Consequences of Uninsurance

Endogenous variable. The dependent outcome variable in a study of cause 
and effect (e.g., mortality rates in studies of the impact of health insurance on 
mortality). 

Exogenous variable. The independent explanatory variable in a study of cause 
and effect (e.g., health insurance coverage in a study of the effect of health insur-
ance on mortality). The possibility that an endogenous variable, such as health 
insurance status, may be in fact endogenous, poses a challenge in determining 
cause and effect. Thus, for example, sicker people may be less likely to have 
health insurance because they are not working, in which case the lack of health 
insurance is due to poor health rather than the reverse. 

Experimental study. A study in which the investigators actively intervene to test 
a hypothesis. In a randomized controlled trial of a drug, for example, participants 
are randomly assigned by the investigators to either the treatment group (which 
receives the drug) or the control group (which does not receive the drug). Such 
study designs can be used to draw firm conclusions about the effects of health 
insurance on health outcomes. The RAND Health Insurance study is an example, 
but ethical and practical considerations make future experimental studies on the 
effects of health insurance unlikely.

Natural experiment. A type of quasi-experimental study in which the circum-
stances in which different populations are exposed or not exposed to an inter-
vention resemble those in an experimental study (in which study participants 
are randomly assigned to exposed and unexposed groups). Policy changes that 
expand eligibility for health insurance coverage to some people but leave a rela-
tively similar group uncovered, such as the enactment of Medicare or the State 

Children’s Health Insurance Program (SCHIP), can provide a natural experiment 
for assessing the effects of health insurance on health outcomes. 

Observational study. A study in which investigators simply observe the course 
of events. Examples are cohort and cross-sectional studies. In cohort studies, 
groups with certain exposures or characteristics (e.g., no health insurance) are 
monitored over time to observe an outcome of interest (e.g., the quality of dia-
betes management over time). In cross-sectional studies, the prevalence of an 
outcome of interest (e.g., mortality among heart attack victims) is measured at a 
specific time or time period. Such observational studies are less definitive than 
experimental or quasi-experimental studies of the effects of health insurance on 
health outcomes. 

Quasi-experimental study. A study in which empirical methods (e.g., difference-
in-differences, interrupted time series, regression discontinuity, and instrumental 
variables methods) are applied to address the endogeneity of health insurance 
and health (i.e., bias from unmeasured confounding or reverse causality) by 
identifying the health effects of coverage changes or coverage differences that 
are possibly exogenous, or unrelated to health, and all observed or unobserved 
predictors of both coverage and health. In essence, quasi-experimental designs 
attempt to balance unobserved variables in studies using observational data. 

Sensitivity analysis. An analysis of how “sensitive” a model is to changes to dif-
ferent sources of variation in the factors including in the model. 

Study quality. For an individual study, study quality refers to all aspects of a 
study’s design and execution including the extent to which bias is avoided or 
minimized.

SOURCES: IOM (2008); Levy and Meltzer (2008).

findings are consistent across observational and quasi-experimental analy-
ses of similar outcomes. Observational analyses of detailed data may also 
allow testing of hypothesized confounders, and sensitivity analyses can be 
used to characterize the robustness of estimated associations. In this way, 
potentially causal pathways may be explored, paving the way for more 
definitive work. 

For certain outcomes or populations, strong quasi-experimental designs 
may not be readily available, leaving observational evidence, albeit limited, 
as the sole source of information for policy makers. For example, although 
the research evidence on the health effects of health insurance is stronger 
and of higher quality than ever before, there are marked differences in the 
nature of the evidence for children and adults. As will be described later 
in the chapter, the research on children draws on strong, well-designed 
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BOX 3-1  
Key Concepts in Assessing Evidence on the 

Health Consequences of Uninsurance

Endogenous variable. The dependent outcome variable in a study of cause 
and effect (e.g., mortality rates in studies of the impact of health insurance on 
mortality). 

Exogenous variable. The independent explanatory variable in a study of cause 
and effect (e.g., health insurance coverage in a study of the effect of health insur-
ance on mortality). The possibility that an endogenous variable, such as health 
insurance status, may be in fact endogenous, poses a challenge in determining 
cause and effect. Thus, for example, sicker people may be less likely to have 
health insurance because they are not working, in which case the lack of health 
insurance is due to poor health rather than the reverse. 

Experimental study. A study in which the investigators actively intervene to test 
a hypothesis. In a randomized controlled trial of a drug, for example, participants 
are randomly assigned by the investigators to either the treatment group (which 
receives the drug) or the control group (which does not receive the drug). Such 
study designs can be used to draw firm conclusions about the effects of health 
insurance on health outcomes. The RAND Health Insurance study is an example, 
but ethical and practical considerations make future experimental studies on the 
effects of health insurance unlikely.

Natural experiment. A type of quasi-experimental study in which the circum-
stances in which different populations are exposed or not exposed to an inter-
vention resemble those in an experimental study (in which study participants 
are randomly assigned to exposed and unexposed groups). Policy changes that 
expand eligibility for health insurance coverage to some people but leave a rela-
tively similar group uncovered, such as the enactment of Medicare or the State 

Children’s Health Insurance Program (SCHIP), can provide a natural experiment 
for assessing the effects of health insurance on health outcomes. 

Observational study. A study in which investigators simply observe the course 
of events. Examples are cohort and cross-sectional studies. In cohort studies, 
groups with certain exposures or characteristics (e.g., no health insurance) are 
monitored over time to observe an outcome of interest (e.g., the quality of dia-
betes management over time). In cross-sectional studies, the prevalence of an 
outcome of interest (e.g., mortality among heart attack victims) is measured at a 
specific time or time period. Such observational studies are less definitive than 
experimental or quasi-experimental studies of the effects of health insurance on 
health outcomes. 

Quasi-experimental study. A study in which empirical methods (e.g., difference-
in-differences, interrupted time series, regression discontinuity, and instrumental 
variables methods) are applied to address the endogeneity of health insurance 
and health (i.e., bias from unmeasured confounding or reverse causality) by 
identifying the health effects of coverage changes or coverage differences that 
are possibly exogenous, or unrelated to health, and all observed or unobserved 
predictors of both coverage and health. In essence, quasi-experimental designs 
attempt to balance unobserved variables in studies using observational data. 

Sensitivity analysis. An analysis of how “sensitive” a model is to changes to dif-
ferent sources of variation in the factors including in the model. 

Study quality. For an individual study, study quality refers to all aspects of a 
study’s design and execution including the extent to which bias is avoided or 
minimized.

SOURCES: IOM (2008); Levy and Meltzer (2008).

evaluations of children’s participation in SCHIP, Medicaid, or county-based 
health insurance initiatives. These studies typically measure impacts on 
access to care and use basic statistical models to assess observational data 
and to control for confounding variables. Most of the research on children 
does not employ more sophisticated quasi-experimental techniques to bal-
ance unobserved characteristics between insured and uninsured groups in 
observational data. There are, however, several notable quasi-experimental 
studies of children that assess the health effects of coverage including 
asthma outcomes, timely diagnosis of serious conditions, and unnecessary 
hospitalizations (see later section on children’s health outcomes for further 
details). In contrast, as this chapter will show, recent research has produced 
a robust quasi-experimental body of evidence on the effects of lacking in-
surance and gaining insurance on adult health. 
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Literature Search Strategy 

As noted earlier, the committee commissioned systematic reviews of 
literature, published since 2002, on the health consequences of uninsur-
ance for children and for adults in the United States. This section describes 
the search strategies for the two reviews. Box 3-2 provides the search 
terms used to identify the relevant literature. The searches were supple-
mented with known, relevant reports not identified through the electronic 
databases.

Box 3-2 
Literature Search Strategy 

Systematic searches of the National Library of Medicine’s MEDLINE and the 
American Economic Association’s EconLit databases were conducted to identify 
potentially relevant studies published since 2002. Three Medical Subject Heading 
Terms from the National Library of Medicine’s controlled vocabulary, “medically 
uninsured,” “medical indigency,” and “uncompensated care,” were used to search 
MEDLINE. The searches in the EconLit database used keywords from a prior 
literature review and included “health insurance” or “payer source” in combination 
with the terms “asthma,” “diabetes,” and “obesity” for children, and “health status,” 
“health outcomes,” “mortality,” “hypertension,” “heart disease,” “diabetes,” “stroke,” 
“cancer,” “HIV,” or “depression” for adults (Hadley, 2003).

Literature on Consequences for Children 

The children’s literature search was conducted in June 2008. It was limited to 
children ages 0 to 18 years. In addition to the searches described above, a supple-
mentary MEDLINE search on children was conducted using the Medical Subject 
Heading term “insurance, health” and then limited further with several narrow 
terms, including “accidents,” “adolescent,” “ambulatory care,” “asthma,” “cancer,” 
“dental care/dental caries,” “diabetes,” “emergency service, hospital,” “immuniza-
tion,” “mental disorders,” “mental health,” “preventive health services,” “SCHIP,” 
“special health care needs,” “wounds and injuries,” and “medically uninsured.” In 
total, the search of the children’s literature generated 1,233 (MEDLINE) and 25 
(Econlit) citations which were then screened for inclusion. Citations from selected 
author searches and bibliographies of more recent reviews were also screened.

Literature on Consequences for Adults

The adult search was conducted in August 2008. It was limited to studies 
that included adults ages 19 and older. In total, the search of the adult literature 
generated 755 (MEDLINE) and 192 (Econlit) citations which were then screened 
for inclusion. Citations from selected author searches and bibliographies of more 
recent reviews were also screened (Freeman et al., 2008; Levy and Meltzer, 
2004, 2008).
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Literature on the Effects of Uninsurance on Children

Studies on children were identified through systematic searches of the 
National Library of Medicine’s MEDLINE and the American Economic 
Association’s EconLit databases. The evidence base for establishing how 
and under what circumstances health insurance affects the health and 
functioning of children remains limited. The literature search identified 
many more studies examining the effects on children’s access to care and 
service use than on their health status or functioning. Studies on children 
were included in this review if they estimated the effects of health insur-
ance coverage on validated access measures (i.e., having a usual source 
of care, having a preventive visit or any ambulatory care visit, having 
unmet health needs, receiving recommended immunizations, having a 
usual source for dental care, having received a preventive dental visit 
or any dental care, and having an unmet need for dental care) or health 
outcomes. Ultimately, 57 studies on children were selected for inclusion 
in this review.

Literature on the Effects of Uninsurance on Adults

Studies on adults were similarly identified through systematic searches 
of the National Library of Medicine’s MEDLINE database and the Ameri-
can Economic Association’s EconLit database. A key requisite for inclusion 
in the review was the demonstration of a distinct contribution to the re-
search reviewed in the IOM’s previous report (IOM, 2002a). Potential con-
tributions were considered in each of the following dimensions: (1) strength 
of study design and methodological rigor (e.g., quasi-experimental vs. 
observational design, inclusion of sensitivity analyses, handling of missing 
data); (2) quality of the data (e.g., longitudinal vs. cross-sectional, level of 
clinical detail, unique linkages); (3) importance of outcomes (e.g., validated 
measures of health vs. processes of care); and (4) external validity of results 
(e.g., findings generalizable to broader populations or previously unstudied 
diseases). Observational studies were excluded from the review unless they 
compared health outcomes for insured and uninsured adult subjects and 
investigated the sensitivity of results to statistical adjustments for observed 
demographic and socioeconomic characteristics. Ultimately, 42 studies on 
adults were selected for inclusion in this review.

FINDINGS

The results of the literature searches are summarized in this section. 
This new body of evidence on the beneficial consequences of health insur-
ance and the harms of uninsurance is stronger than ever before. Health 
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insurance coverage matters. Children and adults without health insurance 
have less access to beneficial health care services and poorer health out-
comes than those who have health insurance. 

Five tables summarizing the findings of recent studies on the impact 
of health insurance on children’s access to and use of general health care 
services; children’s access to and use of dental services, children’s immu-
nizations; children with special health care needs, and children’s health 
status and related outcomes are presented in Appendix D. A single table 
that summarizes the findings of quasi-experimental studies of the effects 
of health insurance coverage on health outcomes for adults is presented in 
Appendix E. 

Effects of Health Insurance on Access to Health Care Services

The new evidence on the effects of health insurance on children’s and 
adult’s access to health care services is summarized below. As detailed fur-
ther below, there is solid evidence that health insurance improves children’s 
access to beneficial preventive care and other effective health services. 
Children who obtain health insurance are more likely to gain access to a 
usual source of care or medical home, well-child care and immunizations 
to prevent illness and monitor developmental milestones, prescription medi-
cations, appropriate care for asthma, and basic dental services. Uninsured 
children with special health needs are much less likely to have access to 
specialists than their insured peers. 

For adults, new evidence consistently and robustly demonstrates a wide 
range of positive effects of health insurance coverage on the receipt of ben-
eficial preventive and other health care services. Without health insurance, 
adults have less access to effective clinical services including preventive care 
and, if sick or injured, are more likely to suffer poorer heath outcomes, 
greater limitations in quality of life, and premature death. When adults gain 
health insurance, they experience improved access to effective clinical ser-
vices and better health outcomes. In sum, the best evidence that is available 
establishes important mediating links in the pathway from health insurance 
to health outcomes and suggests substantial potential for beneficial effects 
on adult health. 

Effects on Children’s Access to Health Care Services 

Finding: Children benefit considerably from health insurance, as dem-
onstrated by evaluations of enrollment in Medicaid and the State Chil-
dren’s Health Insurance Program (SCHIP). 
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Finding: When children acquire health insurance, their access to health 
care services, including ambulatory care, preventive health care (e.g., 
immunizations), prescription medications, and dental care, improves.

Finding: When children acquire health insurance, they are much less 
likely to experience unmet health care needs, both when they are well 
or when they have special health care needs. 

Although children in the United States are typically perceived as in 
good health relative to adults, certain conditions including asthma, diabe-
tes, and obesity have become relatively common among children. Further, 
there is a population of particularly vulnerable children with special health 
care needs that require ongoing medical attention and other health-related 
services. More than 10 million children in the United States meet the fed-
eral definition of children with special health care needs—i.e., children 
“who have or are at increased risk for a chronic physical, development, 
behavioral, or emotional condition and who also require health and related 
services of a type or amount beyond that required by children generally” 
(American Academy of Pediatrics, 2008). Such children with conditions 
such as asthma, arthritis or other joint problems, autism, blood problems, 
Down syndrome, mental retardation/developmental delays, depression, dia-
betes, heart problems, cystic fibrosis, cerebral palsy, or muscular dystrophy 
require health and related services of a type or amount beyond that required 
by children generally. 

Research linking health insurance and children’s access to care has 
flourished since the IOM’s last study, particularly regarding the potential 
benefits of enrolling in a publicly sponsored health insurance program. 
New evidence from well-designed studies draws on state-level expansions 
of the SCHIP and Medicaid programs in 14 states and for local programs 
in three different California counties. The 14 states—California, Colo-
rado, Florida, Illinois, Iowa, Kansas, Louisiana, Massachusetts, Missouri, 
North Carolina, New Jersey, New York, Tennessee, and Texas—account 
for over 60 percent of the nation’s low-income children, represent all four 
census regions and major SCHIP program types, and vary with respect to 
program size and composition (Kenney, 2007).

The new evidence, discussed further below, strongly supports the find-
ing that expansions in eligibility for Medicaid and SCHIP have produced 
gains in access to medical care for children targeted by the eligibility ex-
pansions, as well as the finding that positive spillover effects may arise for 
children who were already eligible for coverage. Well-designed evaluations 
of children’s participation in SCHIP, Medicaid, or county-based initiatives 
have generated consistent and robust evidence showing that children’s ac-
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cess to health care services improves after children enroll in a public health 
insurance program. Regardless of the state or locality, with health insur-
ance, children’s access to and use of preventive care (including immuniza-
tions), prescription medications, and dental care improves substantially. 
Importantly, these gains in children’s access to health services do not seem 
to depend on the particular type of the public program in place or on the 
composition of the target population for the program. Thus, for example, 
similarly positive and significant effects were found in states that have dif-
ferent SCHIP models (e.g., Medicaid expansions vs. separate non-Medicaid 
programs vs. combination programs). 

National studies examining the general impacts of eligibility expansions 
under Medicaid and SCHIP find that acquiring health coverage increases 
children’s ambulatory care visits (Banthin and Selden, 2003; Currie et 
al., 2008; Davidoff et al., 2005). The study by Davidoff and colleagues 
also finds that eligibility expansions reduced children’s unmet health needs 
(Davidoff et al., 2005). 

Similarly, evidence from 14 state and local studies have found that 
acquiring public health insurance coverage increases the likelihood that 
children have a usual source of care and that children receive preventive or 
other ambulatory visits, including immunizations and dental visits, and re-
duces the likelihood that children experience unmet health needs (Damiano 
et al., 2003; Dick et al., 2004; Eisert and Gabow, 2002; Feinberg et al., 
2002; Fox et al., 2003; Howell et al., 2008a,b; Kempe et al., 2005; Kenney, 
2007; Kenney et al., 2007; Moreno and Hoag, 2001; Slifkin et al., 2002; 
Szilagyi et al., 2004; Trenholm et al., 2005).

Improvements in Children’s Access to a Usual Source of Care. All but one 
study report significant improvements in having a usual source of care as 
a result of gaining public health coverage.� The magnitude of the impacts 
differs and ranges from increases of 20 to 30 percentage points or more 
(Howell et al., 2008b; Kenney, 2007; Kenney et al., 2007; Moreno and 
Hoag, 2001; Slifkin et al., 2002; Trenholm et al., 2005) to smaller increases 
in the likelihood of having a usual source of care (Damiano et al., 2003; 
Dick et al., 2004; Fox et al., 2003; Howell et al., 2008a; Szilagyi et al., 
2004). Studies conducted with adolescents find that uninsured adolescents 
were significantly less likely to have a usual source of care and health care 
visits than insured adolescents and that the differences are larger than for 
younger children (Dick et al., 2004; Kenney, 2007; Klein et al., 2007; Probst 
et al., 2005; Slifkin et al., 2002). After enrolling in SCHIP, adolescents were 
more likely to have a range of ambulatory encounters, including preventive 

�  The term significant is used throughout the chapter to refer to statistically significant 
results.



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

COVERAGE MATTERS	 61

visits, dental visits, and specialist visits. Kenney finds significant increases 
for adolescents in the likelihood of having a usual source of care after en-
rolling in SCHIP (Kenney, 2007).

Improvements in Children’s Access to Preventive Care. Being enrolled in 
public coverage improves the likelihood that a child receives preventive 
care. The magnitude of the estimated impacts varied across the studies, 
though not as dramatically as the usual source of care estimates. Some 
studies (Fox et al., 2003; Howell et al., 2008b; Moreno and Hoag, 2001; 
Slifkin et al., 2002; Trenholm et al., 2005) find that coverage increases the 
likelihood of children’s receiving a preventive visit by over 15 percentage 
points;� other studies find increases in the range of 8 to 13 percentage 
points (Dick et al., 2004; Eisert and Gabow, 2002; Kenney, 2007; Ken-
ney et al., 2007; Szilagyi et al., 2004).� Insurance coverage also increases 
the likelihood that children have an ambulatory care visit (Howell et al., 
2008a,b; Kenney, 2007; Kenney et al., 2007; Szilagyi et al., 2004; Tren-
holm et al., 2005). 

Evidence on children’s access to immunizations and dental visits further 
supports the positive relationship between health insurance and access to 
health care services. The majority of studies suggests a positive effect of 
insurance on immunization rates. Regardless of the immunization series 
examined, all but one of the studies finds that young uninsured children are 
less likely to be up-to-date on their immunizations than insured children, 
controlling for observed characteristics of the children (Allred et al., 2007; 
Dombkowski et al., 2004; Henderson et al., 2006; Joyce and Racine, 2005; 
Zhao et al., 2004). 

Joyce and Racine controlled for selection into insurance by examining 
changes during the period of SCHIP implementation for all poor and near-
poor children, compared to nonpoor children (Joyce and Racine, 2005). 
While immunization rates improved during the SCHIP implementation 
period for all children regardless of income, there was greater improvement 
for poor and near-poor children for the recently added varicella vaccine. 
No recent studies have shown that uninsured children have higher rates of 
preventable diseases, such as measles, compared to insured children. Still, 
the documented relationship between immunization and disease can be used 
to infer that children who lack timely immunizations are at greater risk of 
developing such diseases (Guerra, 2007).

�  Moreno and Hoag examine whether preventive care visits were received on schedule.
�  Kempe and colleagues also examine receipt of preventive care visits and report an odds 

ratio of 1.39 for receiving routine care associated with enrolling in public coverage (Kempe 
et al., 2005).
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Improvements in Children’s Access to Dental Care. The majority of studies 
on children’s access to dental care showed significant improvements; with 
health insurance, use of dental services increased from 16 to 40 percent-
age points (Damiano et al., 2003; Fox et al., 2003; Howell et al., 2008a,b; 
Kenney, 2007; Kenney et al., 2007; Lave et al., 2002; Lewis et al., 2007; 
Mofidi et al., 2002; Selden and Hudson, 2006; Trenholm et al., 2005; Wang 
et al., 2007). These results mirror the findings on children’s use of medical 
care, but the impact is sometimes greater for dental care access. Although 
the magnitude of effects varies somewhat depending on the study, the con-
sistency of these findings across a range of studies—from local, to statewide, 
to national studies—increases their generalizability. 

Reductions in Children’s Unmet Health Needs. As just discussed, well-
designed evaluations of children’s participation in SCHIP, Medicaid, or 
county-based initiatives have generated consistent and robust evidence 
showing that children’s access to health care services improves after children 
enroll in a public health insurance program. Thus, children and adolescents 
who gain health insurance are much less likely to have unmet health care 
needs than those who are uninsured. 

Numerous studies conducted in recent years demonstrate that once 
children acquire health insurance through a public program, they are sig-
nificantly less likely to have unmet health needs (Damiano et al., 2003; Dick 
et al., 2004; Feinberg et al., 2002; Fox et al., 2003; Howell et al., 2008b; 
Kenney, 2007; Kenney et al., 2007; Slifkin et al., 2002; Szilagyi et al., 2004; 
Trenholm et al., 2005). 

Parents with children who have acquired health insurance are much less 
likely to report that their child has an unmet need for prescription drugs, 
mental health or specialty care, vision care, and preventive care. Gaining 
coverage was associated with 1- to 12-percentage-point declines in chil-
dren’s unmet need for prescription drugs (Damiano et al., 2003; Feinberg 
et al., 2002; Fox et al., 2003) and 10- to 14-percentage-point declines in 
unmet need for preventive care (Howell et al., 2008a; Szilagyi et al., 2004). 
After enrolling in SCHIP, adolescents experience declines in unmet needs 
for medical, specialist, hospital, and dental care, but not for mental and 
reproductive health care (Klein et al., 2007).

Uninsured children are generally at least twice as likely as children with 
dental insurance to have unmet need for dental care (Damiano et al., 2003; 
Davidoff et al., 2005; Feinberg et al., 2002; Fox et al., 2003; Howell et al., 
2008a,b; Kenney, 2007; Kenney et al., 2007; Lave et al., 2002; McBroome 
et al., 2005; Mofidi et al., 2002; Szilagyi et al., 2004; Trenholm et al., 2005; 
Wang et al., 2007). 

Nine studies of children with special health care needs indicate that 
uninsured children with special health care needs have higher unmet need 
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and lower use of critical services such as genetic counseling, mental health 
care, and specialist services than insured children with special health care 
needs (Busch and Horwitz, 2004; Davidoff et al., 2005; Dick et al., 2004; 
Jeffrey and Newacheck, 2006; Kenney, 2007; Mayer et al., 2004; Porterfield 
and McBride, 2007; Wang and Watts, 2007; Yu et al., 2006). Two studies 
demonstrate that uninsured children with special health care needs are six 
to eight times more likely to have an unmet need for health care than their 
insured counterparts (Mayer et al., 2004; Yu et al., 2006). For children with 
special health care needs, being uninsured can have disastrous consequences 
(Box 3-3).

Two studies have shown that following enrollment in SCHIP, children 
with special health care needs experienced greater reductions in unmet 
health needs than other children in SCHIP (Davidoff et al., 2005; Kenney, 
2007). Kenney’s evaluation of the effects of SCHIP in 10 states found that, 
after enrolling in SCHIP, children with special health care needs had sig-
nificantly improved access to a wide range of health care services, including 
a usual source of care, preventive care, prescription medications, specialty 
and hospital care, and dental care (Kenney, 2007). 

Effects on Adults’ Access to Health Care Services

Finding: Adults benefit substantially from health insurance for preven-
tive care when they are well and from early diagnosis and treatment 
when they are sick or injured. 

BOX 3-3  
Ginny: A Girl with Special Health Care Needs Who Died 

When She Lost Her Health Insurance Coverage

Ginny was born with a congenital cardiac anomaly that was repaired suc-
cessfully when she was 5 years old and funded through her Medicaid insurance. 
She had steady follow up with her pediatric cardiologists, and as soon as she 
developed an arrhythmia at 11 years old, it was discovered and her regimen of 
anti-arrhythmic medication was titrated to perfectly control her heart’s rhythm. 

As the end of her Medicaid eligibility approached, Ginny scoured her small 
town for jobs, but none of the small businesses there would hire her. At the time 
of her 19th birthday, Ginny’s Medicaid drug coverage stopped, and she was left 
without the means to buy her anti-arrhythmic medications and went without. Ginny 
died of a fatal arrhythmia 5 months later.

SOURCE: Garson (2007). 
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Finding: Without health insurance, chronically ill adults are much more 
likely to delay or forgo needed health care and medications.

Finding: Without health insurance, adults are less likely to receive ef-
fective clinical preventive services.

Finding: The benefits of health insurance have been clearly demon-
strated through recent studies of the experiences of previously unin-
sured adults after they acquire Medicare coverage at age 65. These 
studies demonstrate that when previously uninsured adults gain Medi-
care coverage: 
	 •	 �Their access to physician services and hospital care, particularly 

for adults with cardiovascular disease or diabetes, improves.
	 •	 Their use of effective clinical preventive services increases.

Table 3-1 shows data based on tabulations from the 2005 Medical 
Expenditure Panel Survey (MEPS) on the prevalence of serious medical 
conditions among uninsured adults in the United States (AHRQ Center for 
Financing Access and Cost Trends, 2008). The prevalence of chronic dis-
eases reported by uninsured adults in the United States is high. More than 
40 percent of uninsured adults ages 19 to 64 reported having one or more 
chronic conditions, such as asthma, hypertension, depression, diabetes, 
chronic obstructive pulmonary disease (COPD), cancer, or heart disease 
in 2005. Because uninsured adults seek health care less often than insured 
adults, they are often unaware of underlying health problems such as hyper-

TABLE 3-1  Prevalence of Serious Medical Conditions 
Among Uninsured Adults Ages 19-64, 2005

Condition
Percent with  
the condition

Any chronic condition 40.8
Asthma 3.4
Cancer 1.9
COPD 3.2
Depression 10.0
Diabetes 4.3
Heart disease 3.3
Hypertension 9.3
No chronic condition 59.2
Trauma-related disorders 16.5

SOURCE: AHRQ Center for Financing Access and Cost Trends (2008).
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tension or hyperlipidemia (Ayanian et al., 2003). Nevertheless, uninsured 
adults report high rates of chronic disease (Table 3-1). 

Data from the 2005 MEPS indicate that uninsured adults with chronic 
conditions are far less likely to use health care services than insured adults 
with the same chronic conditions. In 2005, as shown in Table 3-2, chroni-
cally ill adults who lacked health insurance had five to nine fewer health 
care visits per year than chronically ill adults who have health insurance. 
Uninsured adults with chronic illnesses were much more likely than their 
insured peers to go without any medical visits during the year—even when 
they were diagnosed with serious conditions such as asthma (23.4 of unin-
sured adults with no visits vs. 6.2 percent of insured adults), COPD (13.2 
vs. 4.0 percent), depression (19.3 vs. 5.2 percent), diabetes (11.0 vs. 5.2 
percent), heart disease (8.7 vs. 2.9 percent), or hypertension (12.7 vs. 5.3 
percent). 

Similarly, uninsured adults with asthma, cancer, COPD, diabetes, heart 
disease, or hypertension are at least twice as likely as their insured peers 
to say that they were unable to receive or had to delay receiving a needed 
prescription (Wilper et al., 2008).

Studies of the Effects of Health Insurance on Adults’ Access to Care. Im-
portant new research has emerged since the IOM last studied the impact of 
uninsurance on adults in 2002 (IOM, 2002a). These include various quasi-
experimental studies that have evaluated what effects gaining Medicare 
coverage at age 65 has on access to clinical preventive services and general 
health care services, including visits to physicians and hospitalizations, 
among adults who previously lacked health insurance or were members of 
groups that were more likely to be uninsured prior to age 65 (e.g., adults 
of lower socioeconomic status or racial and ethnic minorities). 

Improved Access to Important Clinical Preventive Services for Adults. Five 
recent well-designed, quasi-experimental studies have estimated the effects 
of health insurance coverage on adults’ use of important clinical preven-
tive services (Busch and Duchovny, 2005; Card et al., 2004; Decker, 2005; 
McWilliams et al., 2003; Sudano and Baker, 2003). 

In one of the quasi-experimental studies, Sudano and Baker used longi-
tudinal survey data that provided detail on continuity of coverage and con-
cluded that adults’ rates of mammography, Pap testing, cholesterol testing, 
and influenza vaccination decreased in a stepwise fashion with increasing 
number of episodes of uninsurance over a 4-year period (Sudano and Baker, 
2003). For women who reported 0, 1, 2, and 3 episodes of uninsurance, for 
example, rates of mammography screening were 76.7 percent, 62.0 percent, 
53.4 percent, and 34.7 percent respectively, suggesting dose-response effects 
of coverage on use of recommended clinical services. 
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In another study, Card and colleagues assessed changes in adults’ use of 
preventive care services that were associated with gaining Medicare eligibil-
ity at age 65 (Card et al., 2004). Using a quasi-experimental approach, the 
researchers used age trends in adults’ utilization of preventive care before 
age 65 to predict utilization of such care after age 65 and attributed any 
abrupt deviations from predicted trends occurring at age 65 to Medicare 
coverage. Several significant increases, ranging from 5 to 10 percentage 
points, in rates of influenza vaccination, cholesterol testing, mammography, 
or diagnosed hypertension occurred at age 65 for some groups of adults 
who were more likely to be uninsured before age 65 given their race, eth-
nicity, and educational attainment. However, the increases in the utilization 
of preventive care services were not consistently greater for all of these 
sociodemographic groups across all preventive services.

Decker, in a similarly designed analysis of a larger sample of over 
250,000 women participating in the Behavioral Risk Factor Surveillance 
System surveys during 1991 to 2001, estimated rates of mammography 
more precisely and found increases at age 65 to vary significantly and more 
consistently across race, ethnicity, and educational attainment (Decker, 
2005). The percentage of women reporting a mammogram in the prior 2 
years increased by 2.6 and 4.8 percentage points among women with high 
school degrees and less than a high school education, respectively. Similarly, 
rates of mammography increased by 2.4 percentage points among white 
women, 4.4 percentage points among black women, and 7.5 percentage 
points among Hispanic women. In tests of differential effects, increases 
were significantly greater for women who were less educated or members 
of minority groups.

In another study, McWilliams and colleagues used longitudinal data 
from the Health and Retirement Study (HRS),� a nationally representative 
longitudinal survey of adults and their spouses over the age of 50 in the 
continental United States. The researchers assessed the receipt of basic clini-
cal services before and after Medicare eligibility at age 65 for adults who 
were continuously uninsured, intermittently uninsured, or continuously 
insured from age 60 to 64 (McWilliams et al., 2003). Differences in use of 
cholesterol testing and mammography between continuously insured and 
continuously uninsured adults were significantly reduced after age 65 by 
17.7 and 15.3 percentage points, respectively. Differential effects of gain-
ing coverage on service use were positive but smaller for intermittently 
uninsured adults, and increases in cholesterol testing after age 65 were 
greatest for continuously uninsured adults with hypertension or diabetes, 
in whom such testing to guide cardiovascular risk reduction is particularly 
important.

�  The HRS health status measures have been rigorously validated.
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In the fifth study, Busch and Duchovny assessed the effects of state 
Medicaid eligibility expansions from 1995 to 2001 on Pap testing for pre-
viously uninsured mothers (Busch and Duchovny, 2005). They estimated 
that 29 percent of these uninsured mothers who had not been screened for 
cervical cancer were screened after they became eligible for Medicaid. 

Improved Access to General Health Care Services for Adults. Three recent 
quasi-experimental analyses have examined the effects of health insurance 
coverage on adults’ general use of health care and contribute noteworthy 
findings on the effects of health insurance coverage on adults’ health out-
comes (Card et al., 2004, 2008; Lichtenberg, 2002; McWilliams et al., 
2007b). Sharing the same analytic strategy used in several analyses of pre-
ventive services, all three of the quasi-experimental studies of the effects of 
health insurance on the general use of care assessed the changes in health 
insurance coverage that occur after individuals reach age 65 due to nearly 
universal Medicare coverage among the U.S. elderly population. 

In one of the three studies, Lichtenberg used cross-sectional data from 
the National Ambulatory Medical Care Surveys from 1973 to 1998 to ex-
amine annual per capita physician visits among adults (Lichtenberg, 2002). 
This study found an abrupt and persistent increase in use of physician visits 
among adults who were age 65 and older. A similar increase in hospital ad-
missions among adults age 65 and older was also observed in data from the 
National Hospital Discharge Surveys during 1979 to 1992, but most of this 
surge in hospital admissions seemed to be due to the postponement of pre-
sumably elective admissions in the 2 years preceding Medicare eligibility. 

In a second quasi-experimental study, Card and colleagues analyzed 
doctor visits reported in the National Health Interview Survey from 1997 
to 2003 and hospital discharges from 1992 to 2002 in three states, disag-
gregated age profiles by sociodemographic predictors of coverage, and 
conducted more formal testing of trends (Card et al., 2004, 2008). Among 
individuals age 65 and older, the increase in routine doctor visits was espe-
cially pronounced among less educated adults and members of racial and 
ethnic minority groups who were more likely to be uninsured before age 
65. Hospital admissions also increased sharply and persistently after age 
65, but racial and ethnic differences in these increases varied by admission 
diagnosis and primary procedure performed. 

McWilliams and colleagues, in a longitudinal analysis of the HRS from 
1992 to 2004, found that near-elderly adults who were intermittently or 
persistently uninsured before reaching Medicare eligibility at age 65 re-
ported significantly greater increases in doctor visits, hospital admissions, 
and total medical expenditures after age 65 than adults who had continuous 
private health insurance coverage before age 65 (McWilliams et al., 2007b). 
These investigators found that the differential increases in doctor visits, 
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hospital admissions, and total medical expenditures were concentrated 
among adults who suffered from cardiovascular disease (hypertension, 
heart disease, or stroke) or diabetes—conditions for which there are many 
effective treatments to prevent costly complications. Moreover, previously 
uninsured Medicare beneficiaries with cardiovascular disease or diabetes 
reported relative increases in doctor visits (13 percent), hospitalizations 
(20 percent), and total medical expenditures (51 percent) compared with 
previously insured beneficiaries who were otherwise similar across observed 
characteristics at age 59 to 60 and had comparable generosity of coverage 
after age 65 (i.e., supplemental insurance and prescription drug coverage). 
These persistently elevated health care needs suggest that uninsured near-
elderly adults with chronic conditions enter the Medicare program at age 65 
with greater morbidity than they would if they had previously had health 
insurance. 

In an observational study, Ward and Franks used longitudinal data on 
adults ages 21 to 64 from the 2000 to 2003 MEPS and found that total 
medical expenditures were higher for previously uninsured adults after 
they gained coverage but were not significantly different from expenditures 
among continuously insured adults (Ward and Franks, 2007). However, 
the sample of uninsured adults who experienced coverage gains was small 
(N = 385), and the changes in insurance status were voluntary and therefore 
could have been caused by changes in health. 

Effects of Health Insurance on Health Outcomes

The new evidence on the effects of health insurance on a variety of 
health outcomes for children and adults is summarized below. Features of 
the key studies on children’s health outcomes are summarized in Table D-5 
in Appendix D; the key studies on adults’ health outcomes are summarized 
in Table E-1, Appendix E. Although the evidence base demonstrating the 
link between health insurance and children’s access to important health 
care services is quite strong, as discussed previously, the research on how 
children’s health might benefit from gaining health insurance coverage is 
more limited. This is, in part, because many research studies of child health 
have not fully accounted for issues that are unique to children (IOM, 
2004).� Moreover, most studies that evaluate the effects of health insurance 
on children cover too brief a time period (e.g., months or a year), to gauge 

�  In the report, Children’s Health, The Nation’s Wealth: Assessing and Improving Child 
Health, the IOM recommended that children’s health be defined as the extent to which an 
individual child or groups of children are able or enabled to (1) develop and realize their po-
tential; (2) to satisfy their needs; and (3) to develop the capacities that allow them to interact 
successfully with their biological, physical, and social environments (IOM, 2004).
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longer term outcomes that might emerge in later childhood, adolescence, 
or adulthood (Forrest and Riley, 2004). 

In contrast, the body of evidence on the effects of uninsurance on 
adults’ health has strengthened considerably since 2002. Numerous studies 
have addressed some of the methodological shortcomings of past research. 
As discussed further below, 17 observational and 13 quasi-experimental 
rigorous analyses have reported significant findings related to health insur-
ance and adults’ health (Table 3-3) (McWilliams, 2008). The quality and 

TABLE 3-3 Overview of Studies of the Impact of Health Insurance on 
Adults’ Access to Health Care Services and Health Outcomes, 2002-2008

Significant impacta
No impact or impact is not 
statistically significanta

Number of  
observational  
studies

Number of  
quasi-
experimental  
studies

Number of 
observational 
studies

Number of  
quasi-
experimental  
studies

Access to health 
services

2 9 1 1

 � Preventive 
services

2 5 4 1

 � General health 
services

0 4 0 0

Health outcomes 
(all)

17 13 2 7

 � General health 
and physical 
functioning

3 6 0 2

  Mortality 2 2 0 2
 � Cardiovascular 

disease and 
diabetes

4 1 0 0

  Cancer 6 0 1 2
  Depression 0 1 0 0
 � Acute 

conditionsb
2 3 1 1

NOTE: This table is based on a systematic review of research literature published between 
December 2001 and August 2008 on the consequences of uninsurance for adults. Altogether 
there were 42 studies. Several studies assessed more than one outcome or reported both 
significant and nonsignificant findings in separate analyses. 
  a Statistical significance is defined as P ≤ 0.05. 
  b Acute conditions include acute myocardial infarction, congestive heart failure, COPD or 
asthma exacerbation, hip fracture, respiratory failure, seizure, and stroke.
SOURCE: McWilliams (2008).
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consistency of the recent research findings is striking. As would be expected, 
health insurance is clearly most beneficial for adults who need medical at-
tention, particularly for adults with common chronic conditions or acute 
conditions for which effective treatments are available. Furthermore, na-
tional studies assessing the effects of near-universal Medicare coverage after 
age 65 suggest that uninsured near-elderly adults who are acutely or chroni-
cally ill substantially benefit from gaining health insurance coverage. 

Effects of Health Insurance on Children’s Health Outcomes

Finding: With health insurance, children receive more timely diagno-
sis of serious health conditions, experience fewer avoidable hospital-
izations, have improved asthma outcomes, and miss fewer days of 
school.

There are 13 recent studies on the health effects of health insurance 
coverage for children, including 5 studies that used quasi-experimental 
methods (Aizer, 2007; Bermudez and Baker, 2005; Cousineau et al., 2008; 
Currie et al., 2008; Howell et al., 2008a). These studies suggest that health 
insurance is beneficial for children in several ways, resulting in more timely 
diagnosis of serious health conditions, fewer avoidable hospitalizations, bet-
ter asthma outcomes, and fewer missed school days (Aizer, 2007; Bermudez 
and Baker, 2005; Cousineau et al., 2008; Currie et al., 2008; Damiano et 
al., 2003; Fox et al., 2003; Froehlich et al., 2007; Howell and Trenholm, 
2007; Howell et al., 2008a,b; Maniatis et al., 2005; Szilagyi et al., 2004, 
2006).

The study by Maniatis and colleagues, for example, assessed children 
when first diagnosed with diabetes (Maniatis et al., 2005). They found 
that uninsured children were less likely to have their conditions diagnosed 
as early as insured children. Among the children diagnosed with diabetes, 
the uninsured children were more likely to present with severe and life-
threatening diabetic ketoacidosis. 

Three quasi-experimental studies found significant reductions in hos-
pitalizations related to ambulatory care sensitive conditions (ACSC) for 
children enrolled in Medicaid or SCHIP (Aizer, 2007; Bermudez and Baker, 
2005) or county-based health insurance programs (Cousineau et al., 2008). 
Aizer, in a quasi-experimental analysis of state hospital discharge files, 
Medicaid enrollment, and U.S. Census data, found that a 10-percentage- 
point increase in Medicaid enrollment led to about a 3-percentage-point 
reduction in ACSC admissions. Similarly, Szilagyi and colleagues reported 
improvements in asthma-related outcomes for New York children after they 
enrolled in SCHIP: the rate of asthma-related hospital stays for these chil-
dren dropped from 11 percent to just 3 percent (Szilagyi et al., 2006). These 
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investigators also reported significant declines in asthma-related emergency 
room visits among these children after they enrolled in SCHIP.

Effects of Health Insurance on Adults’ Health Outcomes

Finding: Uninsured adults who acquire Medicare coverage at age 65, 
particularly if they have cardiovascular disease or diabetes, experience 
substantially improved trends in health and functional status. 

Finding: Without health insurance, adults with cardiovascular disease 
or cardiac risk factors are less likely to be aware of their conditions, 
their conditions are less likely to be well controlled, and they experience 
worse health outcomes. 

Finding: Without health insurance, adults are more likely to be di-
agnosed with later-stage breast, colorectal, or other cancers that are 
detectable by screening or by symptom assessment by a clinician. As a 
consequence, when uninsured adults are diagnosed with such cancers, 
they are more likely to die or suffer poorer outcomes.

Finding: Without health insurance, adults with serious conditions, such 
as cardiovascular disease or trauma, have higher mortality.

Finding: When previously uninsured adults gain Medicare coverage:
	 •	� They experience substantially improved trends in health and 

functional status.
	 •	� Their risk of death when hospitalized for serious conditions 

declines.

Improved Health and Physical Functioning of Adults. Several quasi-
experimental studies have advanced our understanding of the effects of 
health insurance coverage on adults’ overall health and physical func-
tioning. Many of these studies were similar in their analytic approach, 
recognizing near-universal Medicare coverage after age 65 as a source of 
variation in insurance status that allows effects on health to be estimated 
more rigorously. 

Card and colleagues, in a quasi-experimental analysis of cross-sectional 
data from the National Health Interview Survey during 1992 to 2001, 
found significant improvements in self-reported general health among adults 
in sociodemographic groups who experienced the largest gains in insurance 
coverage at age 65 (Card et al., 2004). The gap between more educated 
white adults and less educated black and Hispanic adults was narrowed 
after age 65 by a 12 percent relative reduction. In sensitivity analyses, Card 
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and colleagues found no evidence for discontinuities in employment status, 
marital status, geographic location, or family income that might explain 
discontinuities in general health, suggesting these reduced disparities were 
due to increases in coverage after age 65 (Card et al., 2004). 

In a related study, Decker and Remler used Canadian adults as inter-
national controls (Decker and Remler, 2004). Age profiles of general health 
status were constructed from National Health Interview Survey data for 
U.S. adults and from the National Population Health Survey for Canadian 
adults ages 55 to 74 and compared by income, country, and age (65 or older 
vs. under 65) in a quasi-experimental approach. Among the near-elderly age 
group, low-income adults in the United States were 15 percentage points 
more likely than high-income adults to be in fair or poor health, compared 
to an 8 percent absolute difference between low- and high-income adults 
in Canada. Among adults age 65 or older, this 7 percent international dif-
ference was reduced to 3 percent, suggesting that near-universal Medicare 
coverage reduced the excess risk of fair or poor health among low-income 
adults by 4 percent—or equivalently, that not having insurance explained 
more than half of the health disparity between low-income and high-income 
nonelderly adults in the United States.

In these studies of cross-sectional data, effects of Medicare coverage on 
other measures of health were not assessed, and uninsured adults, particu-
larly those with specific conditions who might benefit most from coverage, 
could not be longitudinally followed as they became eligible for Medicare. 
Several subsequent studies used longitudinal data from the HRS to assess 
the effects of gaining Medicare coverage on the health of previously unin-
sured adults. 

In an observational study, Baker and colleagues found that adults with-
out health insurance for 1 to 2 years prior to age 65 were more likely to re-
port a major decline in general health or a new functional limitation in their 
first interview after age 65 (Baker et al., 2006a). In subsequent interviews, 
after at least 2 years of Medicare eligibility, previously uninsured adults no 
longer reported significantly higher rates of these health declines. 

In a quasi-experimental study, Polsky and colleagues used more recent 
data from the HRS to follow participants longer after age 65 and compared 
trajectories in self-reported general health between insured and uninsured 
near-elderly adults before and after age eligibility for Medicare (Polsky 
et al., 2006). Health declines became less frequent after age 65 for previ-
ously uninsured adults, such that the proportion of these adults reporting 
excellent or very good health after age 65 was nearly 8 percent higher than 
expected based on their trajectory before age 65. However, previously in-
sured adults also reported a significant improvement in their health trajec-
tory after age 65. This change in trajectory was slightly smaller, suggesting 
a net positive health effect for previously uninsured adults attributable to 
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Medicare coverage, but the differential effect was not significant. No other 
measures of health were included in this analysis. 

Using the same data and similar quasi-experimental methods, 
McWilliams and colleagues compared changes in health trends reported by 
previously insured and uninsured adults after age 65 for a more comprehen-
sive set of six self-reported general, physical, and mental health measures 
and a summary measure of these component items (McWilliams et al., 
2007a). In comparison with adults who were continuously insured, adults 
who were intermittently or persistently uninsured from age 55 to age 64 
reported significantly improved health trends after age 65 for the summary 
health measure and several component measures. Analyses of agility and 
mobility scores also suggested that gaining Medicare coverage improved 
trends in physical functioning for previously uninsured adults. 

Two recent studies employed another quasi-experimental approach 
(instrumental variables methods) to estimate the effects of private health 
insurance on self-reported general health and physical functioning for near-
elderly adults using data from the HRS (Dor et al., 2006; Hadley and 
Waidmann, 2006). Relative to no insurance coverage, both studies found 
statistically significant and substantial effects of private coverage on health 
that were much larger than those obtained from observational studies us-
ing more basic statistical models. In a third study that used instrumental 
variables techniques, Pauly analyzed the 1996 MEPS to assess the effects 
of health insurance coverage on medical expenditures, utilization, access 
to care, and general health status among nonpoor young women (Pauly, 
2005). Although results were not statistically significant for the health sta-
tus outcome, effects on expenditures, utilization, and access to care were 
significant and larger in magnitude than predicted by standard statistical 
comparisons commonly performed in observational studies. 

Worse Outcomes for Adults with Serious Chronic and Acute Conditions. 
Uninsurance has profound health implications for the estimated 40 percent 
of uninsured adults age 19 to 64 who have chronic disease (Table 3-1). As 
discussed below, new studies provide compelling evidence demonstrating 
that health insurance is the most beneficial for adults who have chronic 
conditions such as hypertension, diabetes, and cancer, as well as serious 
injury, heart attack, stroke, and other acute conditions for which effective 
treatments are available (Table 3-4). Uninsured adults are more likely than 
insured adults to be unaware that they have an asymptomatic chronic con-
dition, such as high blood pressure or early-stage cancer. Yet such underly-
ing disease is often responsive to timely preventive and diagnostic services 
and appropriate management and treatment.
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Delayed Diagnosis and Worse Health Outcomes for Adults with Chronic 
Conditions Such as Cardiovascular Disease or Diabetes. Ayanian and col-
leagues analyzed findings from the National Health and Nutrition Exami-
nation Survey (NHANES) III, a nationally representative assessment of the 
health and nutrition of 10,946 insured and uninsured adults ages 25 to 64 
(Ayanian et al., 2003). They found that uninsured adults were much more 
likely than insured adults to have undiagnosed hypertension (high blood 
pressure) and hypercholesterolemia (high cholesterol), largely because of 

TABLE 3-4 Recent Research Findings on the Harmful Effects of 
Uninsurance for Adults with Selected Acute Conditions and Chronic 
Disease

Condition Findings

Acute ischemic stroke Uninsured adults are more likely than insured adults to 
suffer extremely poor outcomes, including neurological 
impairment, intracerebral hemorrhage, and death

Cancer Uninsured adults are more likely than insured adults to 
be diagnosed at an advanced stage of cancer, especially if 
effective treatments are available and the condition can be 
detected early by screening (e.g., breast or colorectal cancer) 
or by clinical assessment of symptoms (e.g., melanoma, 
bladder cancer)

Congestive heart failure Uninsured adults are at greater risk of death than insured 
adults

Diabetes Uninsured adults have significantly worse glycemic control 
than insured adults

Heart attack Uninsured adults are more likely than insured adults to die 
after heart attack

Hospital inpatients with 
serious acute conditions

Uninsured adults are at greater risk than insured adults of 
higher mortality in hospital and for at least 2 years after 
admission

Hypertension Uninsured adults are less likely than insured adults to be 
aware of hypertension and, if hypertensive, more likely to 
have inadequate blood pressure control

Serious injury or trauma After an unintentional injury, uninsured adults are less 
likely than insured adults to fully recover and more likely to 
report subsequent declines in health status. Uninsured adults 
in severe automobile accidents have a substantially higher 
mortality rate

SOURCES: Ayanian et al. (2003); Card et al. (2007); Doyle (2005); Fowler-Brown et al. 
(2007); Halpern et al. (2008); McWilliams (2008); Shen and Washington (2007); Volpp et al. 
(2005); Ward et al. (2008). 
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their limited access to health care services. A later analysis of NHANES III 
data analyzed outcomes for adults with diagnosed and treated hyperten-
sion (Duru et al., 2007). This study found that in comparison with insured 
adults, uninsured adults had substantially poorer blood pressure control 
even when treated. 

The health implications of underdiagnosed and poorly managed hy-
pertension can be profound. An observational analysis of longitudinal 
data from the Atherosclerosis Risk in Communities Study compared car-
diovascular outcomes among insured and uninsured adults ages 45 to 64 
in four U.S. communities from 1987 to 2000 (Fowler-Brown et al., 2007). 
Uninsured adults were more likely to be unaware of clinically determined 
hypertension, diabetes, and hypercholesterolemia, and those with hyperten-
sion were more likely to have inadequate blood pressure control—echoing 
the NHANES results described above. Uninsured adults had higher adjusted 
risks of stroke and death by 65 percent and 26 percent, respectively. 

Uninsured adults who are hospitalized for acute ischemic stroke are 
far more likely than privately insured adults to suffer extremely poor out-
comes. A recent observational analysis of the Nationwide Inpatient Sample 
found that among patients hospitalized for acute ischemic stroke, uninsured 
patients had higher levels of neurological impairment, a 24 percent higher 
mortality risk, and among those with intracerebral hemorrhage, 56 percent 
higher mortality risk (Shen and Washington, 2007). Because there are few 
therapeutic interventions for acute stroke, particularly acute intracerebral 
hemorrhage, these findings suggest that uninsured adults suffer more severe 
strokes because of poorer management of cardiovascular risk factors, such 
as hypertension (high blood pressure) and hypercholesterolemia (high cho-
lesterol), and fewer preventive carotid endarterectomies when indicated for 
asymptomatic or symptomatic carotid stenoses. 

Quasi-experimental research by McWilliams and colleagues has shown 
that previously uninsured adults report substantial improvements in car-
diovascular health after turning age 65 and acquiring Medicare coverage 
(McWilliams et al., 2007a). The researchers analyzed data from the HRS 
during 1992 to 2004. Study participants were asked to rate their general 
health status, changes in general health, mobility, agility, pain, and symp-
toms of depression. The study compared the health status reports of previ-
ously insured and uninsured adults with cardiovascular disease or diabetes, 
finding that, by age 70, the disparities between the two groups had dropped 
by 50 percent. The previously uninsured adults reported significantly im-
proved general, physical, and mental health as well as mobility and agility. 
Although these outcomes were not disease-specific, self-reported physical 
functioning correlates strongly with clinical complications of cardiovascular 
disease such as angina, dyspnea, neuropathy, visual impairment, myocardial 
infarction, and stroke (Guralnik et al., 1993; McHorney et al., 1993). Fur-
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thermore, previously uninsured adults also reported better outcomes related 
to myocardial infarctions, angina that limited activities, and hospitalization 
for congestive heart failure. 

In addition, glycemic control was compared in two groups of diabetic 
adults: those under age 65 and those age 65 or older (with Medicare) 
(McWilliams et al., 2007a). Uninsured adults in the younger age group had 
significantly worse glycemic control compared to their insured counterparts. 
At age 65 or older, however, the outcomes were similar for the previously 
insured and previously uninsured adults. Finally, differential increases in 
doctor visits and hospital admissions after age 65 were also concentrated 
among adults with cardiovascular disease or diabetes (McWilliams et al., 
2007b). 

Thus there appear to be several ways in which acquiring Medicare 
coverage improves the health of uninsured adults with chronic disease, 
among them (1) improving access to prescription medications; (2) improv-
ing diabetes management, especially glycemic control; and (3) increas-
ing access to outpatient and hospital care for adults with cardiovascular 
disease or diabetes. Access to prescription drugs appears to be especially 
important—previously uninsured adults who gained prescription drug cov-
erage experienced the greatest health improvement. In sum, this body of 
observational and quasi-experimental research suggests that gaining health 
insurance coverage improves the health of previously uninsured adults with 
cardiovascular disease or diabetes, as improved access to care, greater use 
of effective procedures and medications, and better management of these 
conditions alleviates symptoms, maintains functioning, and prevents or 
postpones complications.

Delayed Diagnosis and Worse Health Outcomes for Adults with Cancer. A 
large body of observational research completed before 2002 demonstrated 
that uninsured adults with cancer are diagnosed at more advanced stages 
of disease, have poorer outcomes, and die sooner, even after adjusting for 
stage of disease (Box 3-4) (IOM, 2002a). These findings suggest deficits in 
screening and diagnostic services, as well as in curative and palliative pro-
cedures and therapies for uninsured adults with prevalent cancers, among 
them breast, cervical, colorectal, and prostate cancer and melanoma. 

Two recent observational studies used data from the U.S. National 
Cancer Database to generalize these associations to the national popula-
tion, as most prior studies of insurance coverage and cancer outcomes 
relied on state or regional cancer registries (Halpern et al., 2008; Ward et 
al., 2008). One study found that uninsured patients with cancers diagnosed 
between 1998 and 2004 were more likely than privately insured patients to 
be diagnosed at advanced stages of disease, particularly those with cancers 
that can be detected early by screening (e.g., breast or colorectal cancer) 
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or by symptom assessment (e.g., melanoma or bladder cancer) (Halpern et 
al., 2008). In contrast, no significant differences in stage at diagnosis were 
found between insured and uninsured adults with cancers that typically 
become clinically apparent only at late stages and for which there are no 
effective screening tests (e.g., ovarian or pancreatic cancer). 

Another study found that after adjusting for cancer stage, 5-year sur-
vival rates for uninsured adults were significantly lower than for privately 
insured adults diagnosed with breast or colorectal cancer—two prevalent 
cancers for which there are not only effective screening tests, but also 
treatments demonstrated to improve survival (Ward et al., 2008). Similar 
associations between insurance status, stage at diagnosis, and survival have 
also been demonstrated for laryngeal and oropharyngeal cancer in several 
recent observational studies using these data (Chen and Halpern, 2007; 
Chen et al., 2007a,b). 

Increased Risk of Death Among Adults Hospitalized with Serious Condi-
tions. Since 2002, three quasi-experimental studies have more rigorously 
assessed the effects of insurance coverage on mortality among adults with a 
variety of acute conditions, such as acute myocardial infarction, COPD or 
asthma exacerbation, hip fracture, respiratory failure, severe trauma, and 
stroke (Card et al., 2007; Doyle, 2005; Volpp et al., 2003).

BOX 3-4 
Sheila: Unable to Obtain Breast Cancer Treatment 

After She Lost Her Health Insurance

Sheila had been diagnosed with breast cancer and initially treated while her 
husband still received health insurance. But for 2 years after her mastectomy, she 
went without follow-up care because her husband lost his job and, as a result, 
she lost her insurance. 

When she was finally seen by an oncologist, she learned that the tumor had 
recurred and metastasized widely. A new chemotherapeutic regimen was devel-
oped for her, but finding medical settings where she could receive it was difficult 
because she could not pay for the treatment, much less the other concomitant 
medical costs. 

The emergency department (ED) was the only place Sheila could receive 
treatment without being turned away, though the cancer treatment was intermittent 
and haphazard at best. She would describe symptoms to get herself admitted to 
the hospital from the ED, at which point an oncologist would provide her treatment 
as long as she could stay. On her last trip to the ED, Sheila died of complications 
of her cancer. 

SOURCE: Winokur (2007).
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Volpp and colleagues assessed mortality rates for insured and uninsured 
patients hospitalized for acute myocardial infarction in New Jersey before 
and after state market reforms in 1994 reduced subsidies for hospital care 
for the uninsured and changed the hospital payment system to price com-
petition from one in which reimbursement was based on costs (Volpp et 
al., 2003). The research team performed difference-in-differences analyses 
of New Jersey hospital discharge data, in which discharge data from New 
York and the Nationwide Inpatient Sample were used to control for secular 
trends. While not directly addressing the effects of losing or gaining health 
insurance, this study sheds light on what happens to uninsured patients 
hospitalized with cardiovascular disease when changes in reimbursement 
policy restrict hospitals’ ability to recoup the costs of providing care to 
uninsured adults.

Volpp and his colleagues found no significant changes in mortality from 
acute myocardial infarction for insured patients in New Jersey in com-
parison to patients in New York or the nation prior to 1994. In contrast, 
the absolute mortality rate increased differentially after the reform by 3.7 
percent to 5.2 percent for uninsured patients in New Jersey compared to 
uninsured patients in New York, representing a 41 percent to 57 percent 
relative increase over their baseline death rate of 9.1 percent before the 
reform. Concurrent relative decreases in rates of cardiac procedures were 
also observed for these uninsured patients. These findings provide strong 
evidence that lack of health insurance coverage exposes uninsured patients 
with acute myocardial infarction to poorer quality of care and higher mor-
tality risks when providers are reimbursed less for uncompensated care or 
are unable to use profits from insured patients to cover the costs. 

In a similarly designed quasi-experimental analysis of discharge data in 
New York and New Jersey, Volpp and colleagues found relative increases 
in mortality for uninsured New Jersey patients admitted for congestive 
heart failure and stroke when compared to uninsured New York patients 
with these conditions (Volpp et al., 2005). On the other hand, they found 
mortality trends during the 1990 to 1996 period to be similar in New Jersey 
and New York for hospitalized patients with hip fracture, gastrointestinal 
bleeding, pulmonary embolism, or pneumonia, regardless of the patients’ 
insurance status.

Card and colleagues, in another quasi-experimental study of state dis-
charge data, assessed the effects of near-universal Medicare coverage after 
age 65 on mortality among acutely ill patients in California who were hos-
pitalized between 1992 and 2002 (Card et al., 2007). To avoid a nonrep-
resentative sample of uninsured adults under age 65, the analysis focused 
on serious acute conditions or acute exacerbations of chronic conditions, 
including acute myocardial infarction, stroke, respiratory failure, COPD or 
asthma exacerbation, hip fracture, and seizure. A quasi-experimental analy-
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sis of mortality rates identified an abrupt decrease of 1 percentage point in 
7-day mortality at age 65, suggesting that Medicare coverage reduced the 
overall death rate for these acutely ill patients by 20 percent. The mortal-
ity effect persisted for at least 2 years after admission, suggesting a lasting 
impact of increased use of beneficial procedures and medications. The 
decline in mortality was too large to be explained by changes in cross-sec-
tional rates of uninsurance from age 64 to 65, suggesting that near-elderly 
adults who have limited public or private coverage may also benefit from 
Medicare coverage.

Doyle conducted an observational study of adults injured in severe 
automobile accidents in Wisconsin (Doyle, 2005). By focusing on seriously 
injured drivers who were unable to participate in their initial treatment 
decisions, this analysis successfully addressed any differences in care-seek-
ing behaviors between insured and uninsured adults that might bias the 
findings. The study found that, compared to privately insured patients, the 
uninsured crash victims received 20 percent less care (i.e., especially more 
costly procedures and services) and had a substantially higher mortality 
rate—an increase of 1.5 percentage points above the mean rate of 3.8 per-
cent. The study controlled for an array of potentially confounding factors 
and included sensitivity analyses to test the robustness of the results. 

These studies of hospitalized patients suggest that health insurance 
coverage may not only affect patients’ demand for health care services, but 
also provider behaviors in delivering care. Therefore, coverage expansion 
may not only improve outcomes for acutely ill patients by reducing delays 
before needed care, but also by allowing providers to offer effective but 
costly procedures and treatments at more equitable rates.

In another observational study, Hadley assessed insured and unin-
sured adults medical care and health status after unintentional injuries 
or newly diagnosed chronic conditions (Hadley, 2007). Using data from 
MEPS during 1997 to 2004, he found that, compared with insured adults, 
the uninsured adults received significantly fewer health care services, were 
less likely to fully recover, and more likely to report subsequent declines in 
health status. 

Higher Mortality Rates Overall. Prior to 2002, two observational studies 
provided evidence that uninsured adults die at younger ages than their 
privately insured counterparts (IOM, 2002a). Of these two studies, the 
analysis that adjusted for more demographic, socioeconomic, and health 
characteristics estimated that the relative risk of death over 13 to 17 years 
was 25 percent greater for adults who were uninsured at baseline than for 
adults who were privately insured (Franks et al., 1993). Two subsequent 
observational analyses of data from the HRS estimated this increased rela-
tive risk to be 35 percent to 43 percent for uninsured near-elderly adults 
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after controlling for even more predictors of mortality (Baker et al., 2006a; 
McWilliams et al., 2004). The association between uninsurance at baseline 
and subsequently higher mortality risk was particularly strong among near-
elderly adults who were white, had low incomes, or had diabetes, hyper-
tension, or heart disease (McWilliams et al., 2004). A sensitivity analysis 
demonstrated that the explanatory effect of an unmeasured predictor would 
have to be greater than the impact of smoking on mortality differences 
between insured and uninsured adults in the study for the increased risk 
among the uninsured to lose statistical significance. Another related study 
also found lack of health insurance was associated with major health de-
clines, but not an increased risk of death within 2 years, suggesting that pre-
mature death is likely to be a long-term rather than short-term consequence 
of uninsurance among near-elderly adults (Baker et al., 2006b).

Because mortality generally represents a longer-term outcome for all 
but the severely or acutely ill, quasi-experimental analyses designed to 
identify abrupt discontinuities in mortality rates or even linear trends in 
mortality may not be suitable for estimating the effects of health insur-
ance on mortality in the general population. Lichtenberg used life tables 
produced by the Social Security Administration and found a dramatic drop 
in the growth rate in annual probabilities of death for adults beginning at 
age 65 (Lichtenberg, 2002). However, in a subsequent analysis of National 
Center for Health Statistics Multiple Cause of Death files, Card and col-
leagues found no evidence of a deceleration in mortality rates at age 65 
(Card et al., 2004). Similar assessments of the introduction of Medicare 
in 1965 found no discernable impact on mortality for beneficiaries (Card 
et al., 2004; Finkelstein and McKnight, 2005), although many subsequent 
medical advances have improved the effectiveness of health care for elderly 
adults in the United States.

Because of the often delayed effects of health services on survival, these 
null findings from some types of quasi-experimental studies should be in-
terpreted with caution and are not necessarily inconsistent with positive 
findings from the observational comparisons described above. Indeed, in an 
instrumental variables analysis of longitudinal data, Hadley and Waidmann 
estimated that with universal health coverage, the absolute death rate for 
nonelderly adults could decrease from 6.7 percent to 3.9 percent (Hadley 
and Waidmann, 2006).

conclusion

Important new research has emerged since the IOM last studied the 
question of what is known about the health consequences of health insur-
ance for children and adults in 2002 (IOM, 2002a,b). These new findings 
convincingly suggest substantial health benefits of health insurance cover-
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BOX 3-5 
Summary of the Evidence on the Health Effects 

of Uninsurance for Children and Adults

Children benefit considerably from health insurance, as demonstrated by 
recent evaluations of enrollment in Medicaid and the SCHIP program: 

•	� When previously uninsured children acquire insurance, their access to 
health care services, including ambulatory care, preventive health care 
(e.g., immunizations), prescription medications, and dental care improves.

•	� When previously uninsured children who are well or have special health 
needs acquire insurance, they are less likely to experience unmet health 
care needs. Uninsured children with special health care needs are much 
more likely to have an unmet health need than their counterparts with 
insurance.

•	� When previously uninsured children acquire insurance, they receive more 
timely diagnosis of serious health conditions, experience fewer avoidable 
hospitalizations, have improved asthma outcomes, and miss fewer days of 
school.

Adults benefit substantially from health insurance for preventive care when 
they are well and for early diagnosis and treatment when they are sick or 
injured: 

•	� Without health insurance, men and women are less likely to receive effec-
tive clinical preventive services. 

•	� Without health insurance, chronically ill adults are much more likely to delay 
or forgo needed health care and medications.

•	� Without health insurance, adults with cardiovascular disease or cardiac 
risk factors are less likely to be aware of their conditions, their conditions 
are less likely to be well controlled, and they experience worse health 
outcomes.

•	� Without health insurance, adults are more likely to be diagnosed with later-
stage breast, colorectal, or other cancers that are detectable by screening 
or symptom assessment by a clinician. As a consequence, when uninsured 
adults are diagnosed with such cancers, they are more likely to die or suffer 
poorer health outcomes. 

•	� Without health insurance, adults with serious conditions, such as cardio-
vascular disease or trauma, have higher mortality.

•	� The benefits of health insurance have been clearly demonstrated through 
recent studies of the experiences of previously uninsured adults after they 
acquire Medicare coverage at age 65. These studies demonstrate when 
previously uninsured adults gain Medicare coverage: 

	 o	� Their access to physician services and hospital care, particularly for 
adults with cardiovascular disease or diabetes, improves.

	 o	� Their use of effective clinical preventive services increases.
	 o	� They experience substantially improved trends in health and functional 

status.		
	 o	� Their risk of death when hospitalized for serious conditions declines.
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age. Important insights into how children benefit when they acquire health 
insurance are provided by well-designed evaluations of enrollment in Med-
icaid and the SCHIP program. And compelling findings on how adults are 
harmed by the lack of health insurance are available from new longitudinal 
analyses of previously uninsured adults after they acquire Medicare cover-
age at age 65 and other research. 

The findings from the research described in this chapter are summarized 
in Box 3-5. With health insurance, it is clear that children are more likely to 
gain access to a usual source of care or medical home, well-child care and 
immunizations to prevent future illness and monitor developmental mile-
stones, prescription medications, appropriate care for asthma, and basic 
dental services. With health insurance, serious childhood health problems 
are more likely to be identified early and children with special health care 
needs are more likely to have access to specialists. With health insurance, 
children have fewer avoidable hospitalization, improved asthma outcomes, 
and fewer missed days of school. 

Without health insurance, several deleterious patterns emerge for 
adults. Men and women are much less likely to receive clinical preventive 
services that have the potential to reduce unnecessary morbidity and prema-
ture death. Chronically ill adults delay or forgo visits with physicians and 
clinically effective therapies, including prescription medications. Adults are 
more likely to be diagnosed with later-stage cancers that are detectable by 
screening or by contact with a clinician who can assess worrisome symp-
toms. Without health insurance, adults are more likely to die from trauma 
or other serious acute conditions, such as heart attacks or strokes. Adults 
with cancer, cardiovascular disease (including hypertension, coronary heart 
disease, and congestive heart failure), stroke, respiratory failure, COPD or 
asthma exacerbation, hip fracture, seizures, and serious injury are more 
likely to suffer poorer heath outcomes, greater limitations in quality of life, 
and premature death. New evidence demonstrates that gaining health insur-
ance ameliorates many of these deleterious effects, particularly for adults 
who are acutely or chronically ill.

In sum, despite the availability of some safety net services, there is a 
chasm between the health care needs of people without health insurance 
and access to effective health care services. This gap results in needless ill-
ness, suffering, and even death. Health insurance coverage in the United 
States is integral to personal well-being and health.
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Communities at Risk

Abstract: When a community has a high rate of uninsurance and subsi-
dies fall short of costs, the financial impact on health care providers may 
be large enough to affect the availability and quality of local health care 
services, even for people who are insured. This chapter reviews recent 
relevant research on this topic. There are stark differences in the burden 
of uninsurance across communities. Yet the problem of uninsurance may 
not affect all communities in the same way even when rates of uninsur-
ance are comparable. The dynamics are complex and not well understood. 
Nevertheless, research on the potential spillover effects of community 
uninsurance suggests that when local rates of uninsurance are relatively 
high, insured adults are more likely to have difficulty obtaining needed 
health care and physicians may be more likely to believe that they are un-
able to make clinical decisions in the best interest of the patient without 
losing income. The precise contribution of uninsurance to this dynamic 
has not been fully defined. Nevertheless, well-documented fault lines in 
local health care delivery are particularly vulnerable to the financial pres-
sures that may be exacerbated by higher uninsurance. These pressures 
contribute to the tendency of providers and capital investments in health 
care facilities and technology to be concentrated in well-insured areas, the 
reluctance of specialists to assume on-call responsibilities for emergencies, 
and a cascade of interrelated hospital-based problems such as insufficient 
inpatient bed capacity, strained emergency services, and barriers to timely 
trauma care. These problems can only worsen existing disparities between 
communities in the supply of provider services and other health care re-
sources and may have potentially serious implications for the quality and 
timeliness of care for insured people, as well as uninsured people, in these 
communities. Unfortunately, the current economic crisis and associated 
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growth in unemployment will fuel further decline in the number of people 
with health insurance and likely intensify financial pressures on local 
health care delivery.   

Many of America’s towns and cities have high concentrations of chil-
dren and adults under age 65 who lack health insurance (DeNavas-Walt 
et al., 2008). Thus, two questions arise: What are the implications of high 
rates of uninsurance for affected communities and for insured people in 
those communities? Is the financial impact of uninsurance large enough to 
affect the availability and quality of local health care services for everyone 
in the community, even for the people who have health insurance? 

In 2003, an earlier Institute of Medicine (IOM) committee warned 
of the potential harms of high rates of uninsurance for local health care, 
including reduced access to clinic-based primary care, specialty services, 
and hospital-based emergency medical services and trauma care (Box 4-1) 
(IOM, 2003). Such consequences reduce access to clinic-based primary care, 
specialty services, and hospital-based care, particularly emergency medical 
services and trauma care.

The prior IOM committee also observed that the evidence available 
in 2003 was observational and largely cross-sectional in design, making it 
difficult to infer causal relationships between uninsurance and these harms, 
and that there was a dearth of systematic data to measure the size, strength, 
and scope of community effects of uninsurance. Thus, the committee called 
for additional research to measure the size, strength, and scope of potential 
adverse community effects of uninsurance. As is explained later on in the 
chapter, sufficient evidence is still lacking and the methodologic obstacles to 
unraveling the dynamics of community effects remain very challenging. 

This chapter reviews what is currently known about the impact of high 
community-level rates of uninsurance on people who have health insurance 
in affected communities, using the definition of community used in the 
2003 IOM report (Box 4-2). The next section of the chapter provides some 
context for assessing the consequences of high uninsurance rates in com-
munities. The third section discusses challenges in evaluating the impact of 
high community-level uninsurance rates and presents findings from recent 
studies of the spillover effects of uninsurance on communities including an 
analysis commissioned by the committee. The fourth section reviews re-
cent evidence on a range of well-documented problems in local health care 
delivery that are vulnerable to financial pressures and may intensify when 
a large proportion of the community is uninsured. The final section of the 
chapter summarizes the committee’s overall conclusions. 
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BOX 4-1  
The IOM’s Previous Findings on the Community 

Effects of Uninsurance, 2003

One of the reports in the IOM’s earlier series of reports on the consequences 
of uninsurance was a 2003 report entitled A Shared Destiny: Community Effects 
of Uninsurance. The following is an excerpt from that report.

The committee draws two conclusions based on its expert judgment and the 
sufficiency of the evidence base:

1. �A community’s high uninsured rate has adverse consequences for 
the community’s health care institutions and providers. These con-
sequences reduce access to clinic-based primary care, specialty 
services, and hospital-based care, particularly emergency medical 
services and trauma care.

2. �Research is needed to more clearly define the size, strength, and 
scope of adverse community effects that are plausible consequences 
of uninsurance. These include potentially deleterious effects on access 
to primary and preventive health care, specialty care, the underlying 
social and economic vitality of communities, public health capacity, 
and overall population health.

What we don’t know can hurt us. There is much that is not understood about 
the relationships between health services delivery and financing mechanisms 
and even less about how the current structure and performance of the American 
health care enterprise affect communities’ economies and the quality of social 
and political life in this country. Because policy makers and researchers have 
not asked or examined these questions through comprehensive and systematic 
research and analysis, there is a limited body of evidence of mixed quality on 
community effects.

The committee believes, however, that it is both mistaken and dangerous 
to assume that the prevalence of uninsurance in the United States harms 
only those who are uninsured. It calls for further research to examine the effects 
of uninsurance at the community level but nonetheless believes there is sufficient 
evidence to justify the adoption of policies to address the lack of health insurance 
in the nation. Rather, the call for more research is to say that, as long as we as a 
nation tolerate the status quo, we should more fully understand the implications 
and consequences of our stalemated national health policy.

SOURCE: IOM (2003).
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BOX 4-2 
What Is a Community?

The term community, as used here, refers to a group of people who: (1) 
live in a particular geographic area, and (2) have access to a common set of 
health resources. 

The term community can describe locations as small as neighborhoods 
and as large as metropolitan areas. How expansive a community is depends 
partly on the patterns of social, health care and economic interactions that 
are being analyzed. Thus, for example, the community that shares primary 
care resources such as physician practices and clinics may be relatively small 
and local, while the community sharing an advanced trauma care facility may 
encompass an entire metropolitan area and adjacent rural communities. The 
boundaries of a community can extend beyond where its residents live into 
where its residents work or routinely travel.

SOURCE: IOM (2003).

Context for assessing community-LEVEL 
consequences OF UNINSURANCE

The Burden of Providing Care to Uninsured Patients

Although there is no definitive accounting of the financial burden of 
uninsurance at the local or national level, it has been estimated that the 
annual cost of health services provided to uninsured people in the United 
States will total about $86 billion in 2008 (Hadley et al., 2008). Uninsured 
patients will pay approximately $30 billion for these services out of pocket 
and receive the other $56 billion worth of services as uncompensated care.� 
An estimated $43 billion (75 percent) of the $56 billion will be covered 
through various government subsidies, including Medicare and Medicaid, 
disproportionate share hospital (DSH) payments, indirect medical educa-
tion payments, direct care programs (e.g., community health centers), and 
state and local tax appropriations. 

Payments for uncompensated care from the government are not neces-
sarily distributed to health care providers in proportion to the uncompen-
sated care they provide. Thus, many hospitals and other local providers 
bear a disproportionate and substantial financial burden due to their inabil-
ity to receive adequate payment for the care they provide. Grady Memorial 

�  In this analysis, uncompensated care is defined as all care not paid for out of pocket by 
the uninsured.
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Hospital illustrates how hospitals may be strained financially by the crisis in 
uninsurance and how financial burdens may threaten the quality of trauma 
and other care—even for patients who have health insurance (Box 4-3). The 
extent to which hospitals’ unreimbursed costs are absorbed by hospitals 
or passed on in the form of higher charges to insured patients (as many 
believe to be the case) has not been adequately documented and should be 
the subject of further research. 

Differences in Community-Level Uninsurance Rates

National trends in uninsurance rates, such as those discussed in Chap-
ter 2, mask the tremendous variation in uninsurance rates across the United 
States. In 2007, for example, state-level uninsurance rates among the non-
elderly population ranged from as low as 6 percent in Massachusetts to as 
high as 28 percent in Texas (U.S. Census Bureau, 2008a). Uninsurance rates 
in different counties within individual states also vary greatly, as shown in 
Figure 4-1. 

BOX 4-3 
Challenges at Grady Memorial Hospital in Atlanta

Grady Memorial Hospital is the only public hospital in Atlanta, Georgia, and 
the largest hospital in the state. An estimated one-third of Grady’s patients are 
uninsured. The hospital receives substantial financial support from local Fulton 
and DeKalb counties and other public sources, but the subsidies fall short of 
the hospital’s total costs for uncompensated care. Grady Memorial Hospital has 
run annual deficits for a decade. When this report was developed, the hospital 
estimated that its 2008 deficit would total $51 million. 

Because of continual losses, Grady has delayed capital projects, postponed 
updating clinical technology, curtailed investment in information technology, and 
faced difficulties recruiting nurses and pharmacists. The hospital recently re-
ported that it needed $370 million to overhaul operations; make capital improve-
ments; and purchase basic diagnostic equipment, including X-ray machines, 
electrocardiogram and ultrasound devices, CT scanners, and MRI machines. 

In 2006, Grady cared for 24 percent of Georgia’s major trauma cases.* Many 
insured state residents may go elsewhere for routine health care services. But 
Grady is one of only four level-1 trauma centers in Georgia, and its service areas 
include a population of approximately 5.5 million people. Thus, when insured 
state residents experience severe trauma, they are likely to be transported to 
Grady. 

* Personal Communication, G. Bishop, Bishop+Associates, October 29, 2008.
SOURCES: American College of Surgeons (2006); The Fulton-Dekalb Hospital Authority 
(2007); Grady Health System (2008a,b); Greater Grady Task Force (2007); Haley (2008).
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4-2 new

FIGURE 4-2 Variation in uninsurance rates among communities within Los Angeles 
County, 2003.
SOURCE: Yu et al. (2006). Reprinted, with permission, from UCLA Health Pol-
icy Fact Sheet, 2006. Copyright 2008 by the UCLA Center for Health Policy 
Research.

In fact, even within counties, there are enormous variations in unin-
surance rates. Figure 4-2 shows, for example, that across zip codes within 
Los Angeles county, uninsurance rates among the nonelderly population in 
2005 ranged from 6 percent to 45 percent (Yu et al., 2006).

How the insured population IN A COMMUNITY 
MAY BE affected by high rates of uninsurance

As noted earlier, there are considerable analytic challenges to evaluating 
the effects of community-level uninsurance rates on insured populations 
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and health care delivery systems. The dynamics are complex and not well 
understood, in part because sufficient empirical data are simply not avail-
able. Teasing out the impact of uninsurance from other related dynamics 
is very difficult. Individual and family insurance status changes over time. 
Employers switch health plans and low-income families cycle in and out of 
eligibility for public health insurance (Federico et al., 2007). Even minimal 
disruptions in coverage—such as switching between types of coverage—
have been shown to affect use of health care services (Bindman et al., 2008; 
Lavarreda et al., 2008; Leininger, 2009). 

In addition, even when community rates of uninsurance are compa-
rable, the problem of uninsurance may not affect communities the same 
way. Different communities’ demographic makeup, employment patterns, 
residents’ income distribution, and characteristics of the local health care 
system that may affect community-level health care utilization and out-
comes directly, make it difficult to disentangle the spillover effects on health 
care utilization and outcomes due to uninsurance. And, to complicate mat-
ters even further, an extensive body of research has shown wide geographic 
variation in the quantity and quality of health care services provided even 
to the insured population, particularly the Medicare population (Fisher et 
al., 2003; Fuchs, 2004; Wennberg and Wennberg, 2003; Wennberg et al., 
2006). Perhaps, as a consequence, the committee found only limited new 
research to inform its deliberations.

Nevertheless, important new data has emerged since the IOM last 
examined the community consequences of uninsurance—most notably, 
the survey and site visit data from the Community Tracking Study (CTS) 
of the Center for Studying Health System Change (HSC). HSC is a policy 
research organization in Washington, DC, that has been studying changes 
in the American health care system and the forces driving these changes 
since 1996 (HSC, 2006). The data that support much of HSC’s research 
come from the CTS, which consists of periodic surveys of U.S. households 
and physicians. The household survey, among other things, tracks changes 
in health care access, utilization, insurance, perceptions of care quality, 
and problems paying medical bills (HSC, 2008). In the physician survey, 
practicing physicians across the country provide perspectives on how health 
care delivery is changing and answer questions about their practice arrange-
ments and care practices. Other researchers have also produced valuable 
community-level research (Cook et al., 2007; Fairbrother et al., 2003; 
Gusmano et al., 2002; Hicks et al., 2006; Regenstein et al., 2004; Taylor 
et al., 2006).

For the first four rounds of the Community Tracking Household and 
Physician Surveys, conducted about every 2 years since 1996, the survey 
samples were clustered in 60 communities, randomly selected to provide 
a representative profile of change across the United States, and supple-
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mented by a national sample (HSC, 2008). Among these communities are 
48 “large” metropolitan areas (with populations greater than 200,000). 
Twelve of these communities (Boston; Miami; Orange County, California; 
northern New Jersey; Cleveland; Indianapolis; Phoenix; Seattle; Lansing; 
Greenville; Syracuse; and Little Rock) were randomly selected to be studied 
in depth using larger survey samples and site visits with health care lead-
ers. These data can be used to draw conclusions for the nation and for 
individual communities. 

Because of the paucity of research on how the insured population in a 
community is affected by high community-level rates of uninsurance, the 
committee asked Mark Pauly and José Pagán to conduct a special analysis 
of the CTS survey findings. If high rates of uninsurance affect the quality of 
care provided to the insured population, this should be evident in the CTS 
survey results (Pauly and Pagán, 2008).� Pauly and Pagán had previously 
used data from CTS surveys to develop an analytic model for assessing how 
the deleterious effects of uninsurance in a community “spill over” into the 
greater privately insured community (Pagán and Pauly, 2006; Pauly and 
Pagán, 2007). 

The findings from the commissioned analysis by Pauly and Pagán, 
as well as from other studies of the spillover effects of uninsurance in 
communities with high levels of uninsurance, are presented below. These 
studies suggest that when local rates of uninsurance are relatively high, 
insured adults in affected communities are more likely than adults in other 
communities to have difficulties obtaining needed health care. As noted 
in Chapter 2, the current economic crisis and associated growth in un-
employment will fuel further decline in the number of people with health 
insurance and likely further intensify financial pressures on local health 
care delivery.

Commissioned Analysis of the Spillover Effects 
of Community-Level Uninsurance

In the analysis commissioned by the committee, Pauly and Pagán used 
data from the 2003 Community Tracking Household Survey to assess the 
experiences of privately insured, working-age adults ages 18 to 64 in U.S. 
communities with high rates of uninsurance (Pauly and Pagán, 2008).� The 
2003 CTS is described in Box 4-4. The household survey is particularly 

�  The complete text of the commissioned analysis of the effects of uninsurance on privately 
insured people and local communities by Mark Pauly, Ph.D., and José Pagán, Ph.D., is avail-
able on the IOM website for the Health Insurance Status and Its Consequences project at 
http://www.iom.edu/CMS/3809/54070.aspx.

�  The CTS study population included privately insured, working-age adults ages 18 to 64. 
References in the text to “adults” refer to adults in this age group.
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helpful for assessing the experiences of privately insured adults in com-
munities with high rates of uninsurance because it determines respondents’ 
health insurance status and asks respondents a series of well-validated 
survey questions related to individuals’ access to care and satisfaction with 
the health care services they receive.� 

Pauly and Pagán used multilevel logistic regression models to assess 
how higher rates of community-level uninsurance affect access to and sat-

�  In 2007, the Community Tracking Household Survey was renamed the Health Tracking 
Household Survey. The survey design was scaled back to a national sample as a consequence 
of reduced funding and the new survey will not support community-level analyses the way the 
earlier Community Tracking Household Surveys did (personal communication, P. Ginsburg, 
Center for Studying Health System Change, December 2, 2008).

BOX 4-4 
Uninsurance Rates Among Communities in the 

2003 Community Tracking Study (CTS) 

The 2003 CTS contained counties or groups of counties in metropolitan areas 
and rural areas randomly selected to ensure representation of the U.S. population. 
The CTS sample of 60 communities included 48 metropolitan areas with a popula-
tion of more than 200,000; 3 communities with a population of less than 200,000; 
and 9 nonmetropolitan areas. Fifteen of the 60 communities with uninsured and 
underinsured rates in the lower 25th percentile were identified as “low medical 
cost burden” communities. Fifteen of the 60 communities with uninsured and 
underinsured rates in the upper 25th percentile were identified as “high medical 
cost burden” communities. 

Uninsurance rates (percentage uninsured) among the 60 communities in the 
2003 Community Tracking Household Survey ranged from a low of 5.0 percent 
in Bridgeport, Connecticut, to a high of 30.2 percent in Los Angeles, California. 
The following 7 communities had uninsurance rates between 20 and 30 percent 
in 2003:

			   Uninsured rate 
Community	 (percentage uninsured)
	
Riverside, California	 20.1
Houston, Texas	 23.8
Shreveport, Louisiana	 23.4
Orange County, California	 24.9
West Palm Beach, Florida	 26.1
Miami, Florida	 26.7
Los Angeles, California	 30.2
	

 SOURCE: Cunningham (2007).	
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TABLE 4-1 Estimated Impact of Living in a Higher Uninsurance 
Community for Working-Age, Privately Insured Adultsa

Effects on access to and satisfaction with care Odds ratiob
95% confidence 
interval

Effect on access to care
•	 �Have a place to go when sick or in need of advice 

about health (n = 23,885)
0.63c (0.60-0.68)

•	 Had doctor’s visit in the past year (n = 23,956) 0.89c (0.85-0.92)
•	 �Had doctor’s visit for routine preventive care  

(n = 23,956)
0.91c (0.88-0.94)

•	 �Saw specialist in the last 12 months when  
needed (n = 9,896)

0.85d (0.76-0.95)

Effect on satisfaction with care
•	 �Very satisfied with choice of primary care physician 

(n = 22,062)
0.75c (0.72-0.78)

•	 Very satisfied with health care (n = 22,791) 0.90c (0.86-0.94)
•	 Trusts doctors (n = 20,815) 0.93c (0.91-0.96)
•	 �Very satisfied with choice of specialist seen  

(n = 9,586)
0.87c (0.82-0.92)

  a The study population included working-age, privately insured adults ages 18 to 64. 
  b Odds ratios less than 1.0 indicate that higher community uninsurance is associated with 
lower odds of the specific access or satisfaction variable for privately insured adults in the 
community. Thus, for example, the odds ratio of 0.63 (see above) indicates that privately 
insured adults in communities with higher uninsurance rates were less likely to “have a place 
to go when sick or in need of advice.”
  c Statistically significant difference, p < 0.001.
  d Statistically significant difference, p < 0.01.
SOURCE: Pauly and Pagán (2008).

isfaction with care among privately insured, working-age adults, controlling 
for respondents’ health status, age, education, race and ethnicity, marital 
status, gender, and income/family poverty level. As shown in Table 4-1, the 
results of this analysis suggest that higher rates of community uninsurance 
are negatively associated with several well-validated indicators of individu-
als’ access to and satisfaction with health care. The access indicators include 
having a place to go when sick, having a doctor’s visit, visiting a doctor for 
routine preventive care, and seeing a specialist when needed. The satisfac-
tion measures include being very satisfied with the choice of primary care 
physician, being very satisfied with health care received during the last 12 
months, trust that one’s doctors put medical needs above all other consid-
erations, and being very satisfied with the choice of specialists. 

Using the findings of the regression analysis, Pauly and Pagán estimated 
the impact of a 10-percentage-point increase in community-level uninsur-
ance rates (from the sample mean of 15.2 percent to 25.2 percent) on pri-
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vately insured adults’ reported access to and satisfaction with health care. 
The researchers found that higher community-level uninsurance rates were 
associated with small but significant declines in the measures of the privately 
insured adult population’s access to care—including a 4.0-percentage-point 
decline (from 92.0 to 88.0 percent) in the probability of having a place to 
go when sick and a 2.2-percentage-point decline (from 64.8 to 62.6 percent) 
in the probability of having a routine preventive care visit. In addition, 
Pauly and Pagán found that higher community-level uninsurance rates 
were associated with small but significant declines in the measures of the 
privately insured adult population’s satisfaction with care—including a 7.1-
percentage-point decline (from 62.7 to 55.6 percent) in satisfaction with 
one’s choice of primary care physician and a 2.7-percentage-point decrease 
(from 74.5 to 71.8 percent) in satisfaction with one’s choice of specialist.

Other Research on Spillover Effects of High 
Community-Level Rates of Uninsurance

Other research is consistent with the findings of the 2008 Pauly and 
Pagán analysis commissioned by the committee. In 2006, Pagán and Pauly 
used the 2000-2001 Community Tracking Household Survey to assess the 
impact of community uninsurance on the medical needs of working-age, 
privately and publicly insured adults. They found that in communities with 
higher uninsurance rates, insured adults were more likely to report having 
an unmet medical need in the previous year (Pagán and Pauly, 2006). In-
sured adults in such communities were also more likely to report being in 
only fair to poor health.

In 2007, Pagán and colleagues used the 2000-2001 Community Track-
ing Physician Survey and the 2000-2001 and the 2003 Community Tracking 
Household Survey to assess the relationship between community uninsur-
ance and primary care physicians’ career satisfaction, perceptions about 
quality of care, and patients’ trust in their physicians (Pagán et al., 2007).� 
The analysis included data from 4,920 primary care (i.e., specialists in in-
ternal medicine or general family practice) physician respondents who spent 
at least 20 hours per week in direct patient care. 

�  The 2000-2001 Community Tracking Physician Survey asked physicians about the extent 
to which they agree with the following statements: (1) I have the freedom to make clinical 
decisions that meet my patients’ needs; (2) It is possible to provide high quality care to all of 
my patients; (3) I can make clinical decisions in the best interest of my patients without the 
possibility of reducing my income; (4) The level of communication I have with specialists about 
the patients I refer to them is sufficient to ensure the delivery of high-quality care; and (5) It is 
possible to maintain the kind of continuing relationships with patients over time that promote 
the delivery of high-quality care. The researchers developed dichotomous variables to capture 
whether a respondent agreed strongly or somewhat with each of the statements.
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In this analysis, Pagán and colleagues found a significant negative 
relationship between higher rates of uninsurance and physicians’ career 
satisfaction. They found that high uninsurance was negatively correlated 
with physicians’ perceptions about quality of care. Higher community-level 
uninsurance rates were negatively related to the beliefs among physicians 
that they were able to make clinical decisions in the best interest of their 
patient without losing income or that they had sufficient communication 
with their patients’ specialists. Furthermore, patients in communities with 
higher uninsurance rates were less likely to report trusting their physicians. 
In-depth site visits by HSC researchers have underscored these findings 
(Hurley et al., 2005; Lesser et al., 2005). 

In a 2008 study, Pagán and colleagues used a multilevel logistic regres-
sion model to assess whether higher community-level rates of uninsurance 
affected mammography screening among insured women age 40 to 69, 
including not only privately insured women, but also women with Medicare 
or other sources of coverage (Pagán et al., 2008). They found that higher 
community-level uninsurance rates were associated with a significant de-
cline in the insured women’s access to care. 

Vulnerabilities in local health care delivery

Growing economic disparities between U.S. communities with respect 
to geographic distribution of health care services, including new diagnostic 
and therapeutic techniques and technology, have been well documented 
by HSC. As discussed below, the following widespread problems in local 
health care delivery not necessarily attributable to uninsurance are sensitive 
to financial pressures and may be exacerbated by higher community-level 
uninsurance rates: 

•	 �Health care providers and capital investment tend to locate in well-
insured areas (and away from high uninsurance communities). It is 
common for hospitals to focus major investments in more affluent 
locations with well-insured populations.

•	 �Physicians and other health care providers are drawn to newer 
facilities with the most up-to-date technologies. This phenomenon 
makes it especially challenging for financially stressed hospitals in 
communities with high uninsurance rates to recruit on-call special-
ists for emergencies.

•	 �A range of hospital-based emergency care problems—including 
limits on inpatient bed capacity, outpatient emergency services, and 
timeliness of trauma care—have serious implications for the quality 
and timeliness of care for insured as well as uninsured patients. 
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The dynamics in communities with high or increasing uninsurance rates 
may thus make it increasingly difficult for people in those communities 
who have health insurance to obtain needed and high-quality health care 
services, and local primary care providers in those communities may find it 
more difficult to obtain consultations with specialists for their patients. The 
quality of care may be undermined not only in individual medical practices 
in the affected community, but also in the overall local health care delivery 
system. Consequently, patients in the affected community may lose faith in 
the ability of their physicians to act in their best interest (Pagán and Pauly, 
2006). The precise contribution of uninsurance to this dynamic is neither 
well understood nor readily measured. Bazzoli and colleagues analyzed 
reductions in the services that hospitals provided between 1996 and 2002. 
The researchers found that non-safety net hospitals cut back maternity care, 
emergency department services, AIDS services, psychiatric emergency care, 
and substance abuse care—services commonly used by indigent patients 
(Bazzoli et al., 2005). However this research did not distinguish between 
high and low uninsurance communities.

Relocation of Health Care Services 

Local health care delivery may be particularly vulnerable to the fi-
nancial pressures associated with uninsurance. It is well established that 
people without health insurance see physicians far less often and use fewer 
health care services overall than their peers who have health insurance. 
This report has cited extensive evidence on the differences in health care 
utilization between insured and uninsured populations (see Chapter 3). The 
presence of a larger share of “low demanders” for health care services (i.e., 
uninsured individuals) could ultimately impact the quantity and quality of 
care available to everyone—including the insured—at the local level (Pauly 
and Pagán, 2007). Similarly, if a community has a high rate of uninsurance 
and government or other subsidies do not cover the costs of care provided 
to the uninsured, related financial pressures may motivate some providers 
to relocate to communities where patients are more likely to have health 
insurance. 

There is growing evidence that hospitals and physicians operating in 
areas with high rates of uninsurance tend to focus more intensively on 
revenue-generating activities and to drop or limit unprofitable services 
(Cunningham et al., 2008). Health care providers can also limit the amount 
of charity care they provide. In communities with high rates of uninsurance, 
however, limiting charity care is hard to do.

Another alternative for health care providers is to extend or relocate 
services to more affluent areas where a higher percentage of patients is in-
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sured (Hurley et al., 2005). In 2005, HSC researchers conducted site visits 
and interviewed more than 1,000 respondents in randomly chosen markets 
from large, mid-size, and small metropolitan areas (Lesser et al., 2005). 
These researchers found growing economic disparities with respect to geo-
graphic distribution of health care services, including new diagnostic and 
therapeutic techniques and technology (Hurley et al., 2005). Although some 
institutions were upgrading existing facilities, many hospitals were focusing 
major investments in more affluent locations with well-insured populations. 
The newer facilities with the most up-to-date technologies become a magnet 
for physicians and other health care providers. 

Hospital relocations in Denver illustrate this phenomenon of hospitals 
relocating to more affluent communities where people are more likely to 
have health insurance (Box 4-5). Such trends can only worsen existing dis-
parities in the supply of physician services and other health care resources 
among U.S. communities. 

Challenges in Hospitals’ Recruitment of On-
Call Specialists for Emergencies

Attracting specialty physicians to provide on-call coverage for hospital 
emergency departments has been a nationwide problem for more than a 
decade (IOM, 2007; O’Malley et al., 2007). In 2005, the American College 

BOX 4-5  
Denver Hospitals Relocating to More Affluent Areas

Hospital relocations in Denver are an example of health care services mov-
ing away from high uninsurance communities to areas where a greater share of 
the patient population has health insurance. In 2004, 23.1 percent of the Denver 
county population was uninsured. 

In 2007, two hospitals—the Denver Children’s Hospital and the University of 
Colorado Hospital—moved to more affluent suburbs. A third Denver hospital, St. 
Anthony’s Central Hospital, is building a new facility and plans to move out of the 
city in 2010. 

The local press has reported that the state’s largest safety net hospital and 
health care system, Denver Health, is attempting to absorb the patients left be-
hind. In August 2007, the hospital reported diverting one of every five ambulances 
to more remote hospitals for lack of inpatient beds. In November 2008, Denver 
Health experienced a reported 19 percent increase in emergency department 
visits by uninsured patients compared to the previous year. 

SOURCE: Abelson (2008); Colorado Health Institute (2006); Human (2007). 
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of Emergency Physicians surveyed medical directors of hospital emergency 
departments. Emergency department directors in large and small hospitals 
across all geographic regions reported on-call coverage problems. Over-
all, almost three-quarters of the survey respondents (73 percent) reported 
difficulties staffing on-call specialists (American College of Emergency 
Physicians, 2006). Site visit reports by HSC researchers have documented 
the problem in hospitals in northern New Jersey, Seattle, Phoenix, Miami, 
and Little Rock (O’Malley et al., 2005). 

Although staffing on-call physician specialists for hospital emergency 
departments may be a challenge faced by hospitals in all types of commu-
nities, hospitals already stressed by uninsurance are hard-pressed to cope 
with the added financial demands. In communities with higher rates of un-
compensated care, local physician specialists may be increasingly reluctant 
to assume on-call responsibilities to cover emergencies. 

Obstacles to obtaining specialty care on an emergency basis contribute 
to the crowding of hospital emergency departments and reduce the quality 
of care for everyone. When backup specialists are unavailable to perform 
emergency surgeries and provide other forms of definitive care, all patients 
are affected. Already stressed emergency departments may divert ambu-
lances to more distant hospitals, leading to potentially dangerous delays in 
time-sensitive care for people who have conditions such as major trauma, 
myocardial infarction (heart attack), or stroke.

In fact, it appears that higher rates of uncompensated care associated 
with uninsurance are a major obstacle to resolving the problem (American 
Hospital Association, 2006). In many areas of the country, hospitals are 
able to recruit on-call medical staff only by paying large subsidies, particu-
larly for neurosurgeons and orthopedists but also for specialists in other 
surgical specialties, neurology, and psychiatry (Burt and McCaig, 2006). 
Thus, for example, a hospital in the Phoenix area reported paying local 
neurosurgery groups a $10,000 weekly supplement to routine per patient 
reimbursements in order to ensure trauma care coverage (Hurley et al., 
2005); a Little Rock hospital pays trauma surgeons an additional $1,000 
per night; and a Miami hospital reports $10 million in annual payments to 
on-call specialists (O’Malley et al., 2007). In communities with high rates 
of uninsurance, hospitals may have great difficulty absorbing such costs.

Other Vulnerabilities in the Quality of Emergency Medical Services

Other problems in the quality of hospital-based emergency care include 
the crowding of hospital emergency departments, ambulance diversions, 
delays in patient care, and the “boarding” of critically ill patients (Olshaker 
and Rathlev, 2006; Vieth and Rhodes, 2006). “Boarding” occurs when 
an emergency department patient is admitted to the hospital without an 
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available inpatient bed and, as a result, must remain in emergency room 
hallways or treatment rooms (IOM, 2007). These problems, although not 
directly attributable to uninsurance, may be exacerbated by high uninsur-
ance rates. Recent research has documented that, conventional wisdom to 
the contrary, uninsurance is not a primary cause of emergency department 
overcrowding and uninsured patients are not more likely than insured pa-
tients to visit emergency departments for convenience and less acute condi-
tions (Newton et al., 2008). 

Financially stressed hospitals often limit the number of inpatient beds 
available for emergency admissions to minimize overhead costs and to max-
imize revenues from more profitable elective surgical admissions (O’Shea, 
2007; U.S. Government Accountability Office, 2003). Generally, it is more 
efficient for hospitals to operate at or near full inpatient capacity than to 
staff beds for occasional increases in demand. However, shortages of inpa-
tient beds, as well as shortages of on-call specialists, contribute to crowd-
ing of hospital emergency departments and longer waits for patients, the 
boarding of patients who need to be admitted, and ambulance diversions 
(IOM, 2007; O’Malley et al., 2005, 2007).

 Longer waits are especially perilous for patients with time-sensitive 
life-threatening conditions, such as acute myocardial infarction, ischemic 
stroke, and severe sepsis or septic shock. As time elapses, there is a greater 
risk of irreversible damage and mortality. The Joint Commission has cited 
emergency department crowding as a cause of treatment delays for 31 
percent of sentinel events involving death, serious physical injury including 
loss of limb or function, or psychological injury (The Joint Commission, 
2002). 

Treatment delays in hospital emergency departments also impede the 
responsiveness of community emergency medical services. Emergency medi-
cal services providers may be required to stay with critical patients waiting 
for care (Burt et al., 2006). A Los Angeles study, for example, found that 
ambulance crews had a median waiting time of 27 minutes in the emergency 
department; the longest wait was 6.75 hours (Eckstein and Chan, 2004). 

More than one-third of hospitals reported going on ambulance diver-
sion status at some point during the past year, according to the 2003-2004 
National Hospital Ambulatory Medical Care Survey (Burt and McCaig, 
2006). Ambulance diversions occur when hospital emergency rooms are 
so crowded that they cannot taken any more patients. These also delay 
patient care.

When hospitals are crowded and there are no inpatient beds available, 
critically ill emergency patients are boarded in emergency department hall-
ways and treatment rooms (American College of Emergency Physicians, 
2008; O’Shea, 2007; Trzeciak and Rivers, 2003). In particularly busy 
hospitals, some patients may be boarded for 1 or 2 days (IOM, 2007). The 
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Memphis Regional Medical Center, for example, has reported boarding 
patients for up to 48 hours (Wilson et al., 2005). Boarding may be harmful 
to critically ill patients and also diverts emergency department staff from 
attending to new incoming patients. 

The problems of crowding of hospital emergency departments, ambu-
lance diversions, delays in patient care, and patient boarding, which may be 
exacerbated by high uninsurance rates, have potentially grave implications 
for the quality and timeliness of care not only for uninsured patients, but 
for insured patients as well.

Conclusion

This chapter has examined what is known about the impact of unin-
surance at the community level. There is no definitive accounting of the 
financial burden of uninsurance at the local or national level, but the total 
dollar value of services provided to uninsured people without reimburse-
ment or subsidies nationwide was estimated to be $56 billion in 2008. In 
the aggregate, public subsidies cover a large share, but not all the costs of 
care provided to people without health insurance. Many local hospitals 
and other health providers who serve uninsured patients continue to bear a 
disproportionate and substantial burden of these costs. When a community 
has a high rate of uninsurance and subsidies fall short of costs, the financial 
impact on providers may be large enough to affect the availability, quality, 
and cost of local health care services for everyone, even for the people who 
have health insurance.

There are stark differences in community-level uninsurance rates across 
states, counties, and even areas within counties. In 2007, state-level unin-
surance rates among the nonelderly ranged from 6 percent in Massachusetts 
up to almost 28 percent in Texas. Within Los Angeles county, uninsurance 
rates in the nonelderly population in 2005 ranged from 6 percent to 45 
percent. 

Evaluating the effects of community-level uninsurance rates on in-
sured populations and health care delivery systems is challenging. Even 
when the rates of uninsurance are comparable, uninsurance may not affect 
all communities the same way. Community demographic characteristics, 
employment patterns, income, and the characteristics of the local health 
care system may affect health care utilization and outcomes directly, mak-
ing it difficult to disentangle the spillover effects due to community-level 
uninsurance. Furthermore, an extensive body of research has shown wide 
geographic variations in the quantity and quality of health care services 
provided to the insured population. Nevertheless, an empirical study com-
missioned by the committee and other research on the potential spillover 
effects of community uninsurance suggests that when community-level rates 
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of uninsurance are relatively high, insured adults in those communities are 
more likely to have difficulties obtaining needed health care and to be less 
satisfied with the care they receive. For example, privately insured, work-
ing-age adults in higher uninsurance areas are less likely to report having 
a place to go when sick, having a doctor’s visit or routine preventive care, 
and seeing a specialist when needed. They are also less likely to be satisfied 
with their choice of primary care and specialty physicians or to feel trust 
in their doctor’s decisions.

The Center for Studying Health System Change has documented grow-
ing economic disparities among communities with respect to the geographic 
distribution of health care services. The specific contribution of uninsurance 
to these problems is not known. The dynamics are complex and not well 
understood, in part because sufficient empirical data to inform the issue of 
how uninsurance affects communities are simply not available. But wide-
spread problems in health care delivery in local communities, including dis-
parities in the supply of physician services and other health care resources 
that are exacerbated by the burden of uninsurance, have potentially grave 
implications for the quality and timeliness of care not only for people who 
lack health insurance, but also for people who have health insurance. 
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5

Summary of  
Findings and Recommendation

From 2001 to 2004, the Institute of Medicine (IOM) Committee on the 
Consequences of Uninsurance issued a comprehensive series of six reports 
that reviewed and reported on the evidence on the effects of not having 
health insurance coverage. The final report in the series, Insuring America’s 
Health: Principles and Recommendations, set out a vision and principles for 
health insurance coverage in the United States (IOM, 2004). In that 2004 
report, the committee recommended action by the President and Congress 
to achieve universal coverage by 2010.� It stated:

The benefits of universal coverage would enrich all Americans, whether 
accounted for in terms of improved health and longer life spans, greater 
economic productivity, financial security, or the stabilization of communi-
ties’ health care systems.

It has now been 5 years since the IOM recommended action to achieve 
coverage for all Americans, and there has still been no comprehensive na-
tional effort to expand coverage to everyone. In 2007, 45.7 million people 
in the United States—or 17.2 percent of the nonelderly U.S. population—
were without health insurance. A severely weakened economy, rising health 
care and health insurance costs, growing unemployment, and declining 
employment-based health insurance coverage are all evidence that the U.S. 
health insurance system is in a state of crisis. There is no evidence to sug-
gest that the trends driving loss of insurance coverage will reverse without 
concerted action.

�  The executive summary from the report is presented in Appendix A.
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COMMITTEE’s RESOLUTION AND RECOMMENDATION

Resolution of the IOM Committee on Health 
Insurance Status and Its Consequences 

In executing its charge, this committee has studied the available data 
and applied rigorous scientific criteria to set the record straight on the issue 
of health insurance coverage. The findings presented in the previous chap-
ters and summarized below have expanded upon earlier IOM research on 
the consequences of being uninsured. The body of evidence on the health 
consequences of health insurance is stronger than ever before.

Lack of knowledge is not the problem. Preventable suffering related 
to uninsurance continues and promises to get worse rather than better. 
Inaction will lead to further erosion of coverage. There always has been, 
and will continue to be, uncertainty and disagreement about the best way 
to address major issues of public policy. The issue of cost, in particular, is 
daunting. But the nation has been successful with other complex issues that 
are intertwined with deeply held interests and ideologies. The opportunity 
to make the necessary difference is never the perfect one. Now is the time 
to act, emboldened by the knowledge and compassion of a society that 
truly cares about its members and that has a history of tackling difficult 
problems. 

Recommendation

The committee recommends that the President work with Congress and 
other public and private sector leaders on an urgent basis to achieve 
health insurance coverage for everyone and, in order to make that 
coverage sustainable, to reduce the costs of health care and the rate of 
increase in per capita health care spending.

There is a compelling case for action. Simply stated: health insurance 
coverage matters. Expanding health coverage to all Americans is essential 
and should be done as quickly as possible. It is also of paramount impor-
tance that steps be taken to reduce health care expenditures and the rate of 
increase in per capita health care spending so that health insurance coverage 
for all can be achieved and sustained in an economically and politically vi-
able manner. The committee does not believe that action should be delayed 
pending the development of a long-term approach to underlying health care 
costs. Given the demonstrated harms of not having health insurance for 
children and adults, the committee believes that actions to achieve coverage 
improvements should proceed immediately. 
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summary of findings

On the basis of a careful review of the scientific literature since 2002, 
the committee reported findings in three key areas: trends in health insur-
ance coverage, the health consequences of uninsurance for children and 
adults, and the implications of high community-level rates of uninsur-
ance on people who have health insurance in affected communities. The 
committee’s findings, which were discussed at length in previous chapters 
of this report, are summarized below. 

Caught in a Downward Spiral: Uninsured 
Rates Are High and Getting Worse

Over the last decade, health insurance coverage has declined and will 
continue to decline. Health care costs and insurance premiums are growing 
at rates greater than the U.S. economy and family incomes. The situation 
is dire as it affects not only employer-sponsored coverage, the cornerstone 
of private health coverage in the United States, but also recent expansions 
in public coverage. 

Overall, fewer workers, particularly those with lower wages, are of-
fered employer-sponsored insurance, and fewer among the workers that 
are offered such insurance can afford the premiums. And, early retirees are 
less likely to be offered retiree health insurance benefits than in the past. 
Employment has shifted away from industries with traditionally high rates 
of coverage (e.g., manufacturing) to service jobs (e.g., in wholesale and 
retail trades) with historically lower rates of coverage. In some industries, 
employers have relied more heavily on jobs without health benefits, includ-
ing part-time and shorter term employment, and contract and temporary 
jobs. Only a small percentage of Americans has nongroup private health 
insurance purchased in the individual insurance market. For many individu-
als and families without employer-sponsored group coverage, nongroup 
coverage is unaffordable. 

States and the federal government have substantially increased health 
coverage among low-income children and, to a lesser degree, among adults 
in the last decade by expanding eligibility, conducting outreach to people 
already eligible, and expediting enrollment in Medicaid and State Children’s 
Health Insurance Program (SCHIP) programs. As this report was being 
finalized, Congress reauthorized the SCHIP program (P.L. No. 111-3).� 
However, some states remain under extreme economic pressures to cut their 
recent expansions of public programs for low-income children and adults. 

�  Under this new legislation, the former SCHIP program is referred to as CHIP, the Chil-
dren’s Health Insurance Program.
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Sharp increases in unemployment will further fuel the decline in the number 
of people with employer-sponsored coverage and add even greater stress on 
state health insurance programs. 

Coverage Matters: Health Insurance Is Integral 
to Personal Well-Being and Health

Important new research has emerged since the IOM last studied the 
question of how health insurance affects health outcomes. This research 
clearly demonstrates that, despite the availability of care for the uninsured 
through safety net providers, insurance coverage makes a substantial differ-
ence in both access and outcomes. For children, well-designed evaluations 
of enrollment in Medicaid and SCHIP programs offer important insights 
into how children benefit when they acquire health insurance. For adults, 
new research—particularly recent longitudinal analyses of previously unin-
sured adults after they acquire Medicare coverage at age 65—has yielded 
compelling findings about how adults are harmed by not having health 
insurance. 

Children with health insurance are more likely to gain access to a usual 
source of care or medical home, well-child care and immunizations to 
prevent future illness and monitor developmental milestones, prescription 
medications, appropriate care for asthma, and basic dental services. Serious 
childhood health problems are more likely to be identified early in children 
with health insurance, and insured children with special health care needs 
are more likely to have access to specialists. Children with health insurance 
have fewer avoidable hospitalizations, improved asthma outcomes, and 
fewer missed days of school.

Uninsured adults are much less likely to receive clinical preventive 
services that have the potential to reduce unnecessary morbidity and prema-
ture death. Chronically ill adults delay or forgo visits with physicians and 
clinically effective therapies, including prescription medications. Adults are 
more likely to be diagnosed with later stage cancers that are detectable by 
preventive screening or by contact with a clinician who can assess worri-
some symptoms. Uninsured adults are more likely to die when hospitalized 
for trauma or other serious acute conditions, such as heart attack or stroke. 
Uninsured adults with cancer, cardiovascular disease (including hyperten-
sion, coronary heart disease, and congestive heart failure), serious injury, 
stroke, respiratory failure, chronic obstructive pulmonary disease or asthma 
exacerbation, hip fracture, seizures, and serious injury are more likely to 
suffer poorer health outcomes, greater limitations in quality of life, and 
premature death. New evidence demonstrates that gaining health insurance 
ameliorates many of these deleterious effects, particularly for adults who 
are acutely or chronically ill.
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Communities at Risk: Higher Levels of Uninsurance in Communities 
May Undermine Health Care for the Insured Population

There are stark differences in the percentage of people without health 
insurance in different communities across the country. Many local health 
care providers in communities with high uninsurance rates bear a dispro-
portionate and substantial financial burden due to America’s uninsured 
crisis. Recent empirical evidence indicates that higher community-level un-
insurance rates are negatively associated with several well-validated indica-
tors of access to and satisfaction with health care among privately insured 
adults. Research commissioned by the committee suggests that when local 
rates of uninsurance are relatively high, insured adults are more likely to 
have difficulties obtaining needed health care and to be dissatisfied with 
their care. The precise contribution of uninsurance to this dynamic is not 
well understood. 

There are also growing economic disparities between communities with 
respect to geographic distribution of physician services and other health 
care resources such as new diagnostic and therapeutic techniques and 
technology. Well-documented fault lines in local health care delivery—not 
necessarily attributable to uninsurance—are particularly vulnerable to the 
financial pressures associated with higher uninsurance and may be intensi-
fied by higher uninsurance rates. These include hospital-based emergency 
care problems, such as limits on inpatient bed capacity, outpatient emer-
gency services, and timeliness of trauma care, that have potentially serious 
implications for the quality and timeliness of care for insured as well as 
uninsured patients.

conclusion

For the aforementioned reasons, the committee concludes by joining 
the challenge put forth by our colleagues in the 2004 IOM report Insuring 
America’s Health:

. . . health insurance contributes essentially to obtaining the kind and qual-
ity of health care that can express the equality and dignity of every person. 
Unless we can ensure coverage for all, we fail as a nation to deliver the 
great promise of our health care system, as well as of the values we live by 
as a society. It is time for our nation to extend coverage to everyone.
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Appendix A

Executive Summary of the  
2004 IOM Report  

Insuring America’s Health: 
Principles and Recommendations

NOTE: For a copy of the full report or any of the other five reports in the IOM series on the 
consequences of uninsurance, please visit www.nap.edu.

ABSTRACT

The lack of health insurance for tens of millions of Americans has seri-
ous negative consequences and economic costs not only for the uninsured 
themselves but also for their families, the communities they live in, and the 
whole country. The situation is dire and expected to worsen. The Commit-
tee urges Congress and the Administration to act immediately to eliminate 
this longstanding problem. 

This report offers a framework for the public and policy makers to use 
as they weigh the pros and cons of various proposals. The framework 
consists of a set of principles informed by the research and analysis of the 
five previous reports in this series. The principles are applied to selected 
coverage prototypes to demonstrate the extent to which various proposals 
for extending coverage or designing new strategies to eliminate uninsur-
ance would improve the current situation.

The lack of health insurance coverage for a substantial number of 
Americans has been a public policy problem throughout the past century 
and particularly over the past three decades. Three years ago, following a 
decade of strong economic growth but little progress reducing the number 
of the uninsured, the problem was urgent; 39 million people under age 65 
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reported having been without insurance during the entire previous year.� 

In 2000, the Institute of Medicine (IOM) formed an expert Committee on 
the Consequences of Uninsurance to study the issue comprehensively, ex-
amining the effects of the lack of health coverage on individuals, families, 
communities, and the broader society.� Now, after a significant economic 
downturn, 17.2 percent of the population under age 65 is uninsured and 
the number has grown to over 43 million. One in three Americans were 
uninsured for a month or more during a two-year period (1996-1997) 
(Short, 2001). Fewer people have access to coverage at work, more people 
find the costs of private coverage too expensive, and others lose public cov-
erage because of changed personal circumstances, administrative barriers, 
and program cutbacks. The situation is even more dire now than when the 
study began and it is expected to worsen in the foreseeable future because 
of federal and state budget constraints limiting public coverage programs, 
increasing costs of health care and insurance premiums, and continuing 
high rates of unemployment. 

WHY SHOULD POLICY MAKERS AND THE 
PUBLIC CARE ABOUT COVERAGE?

The Committee has conducted an exhaustive review of the scientific 
evidence on the consequences of uninsurance and finds that having no 
insurance decreases access to health services and reduced access to health 
care among the uninsured is associated with the poorer health. The lack 
of coverage is not only associated with negative effects on the uninsured 
individual but also has implications for the entire family of the uninsured 
person and the community in which he or she lives, and economic costs to 
society nationally (IOM, 2001a, 2002a,b, 2003a,b). In short, in a series of 
five reports the Committee concluded that: 

�  The estimate of the uninsured is based on the Census Bureau’s annual March Current 
Population Survey (CPS), as all annual estimates of the uninsured population of the United 
States presented in this report, unless otherwise noted. The CPS may overestimate the number 
of uninsured for the entire calendar year and does not account for all who are uninsured for 
shorter time periods (CBO, 2003). See Chapter 2 for a discussion of who is uninsured, why, 
and for how long. 

�  In this study, the focus is on people with no health insurance, such as “major medical” 
coverage for hospitalization and outpatient medical services, either for short or long periods. 
The Committee does not address underinsurance, that is, health plans that offer less than 
adequate coverage with excessive out-of-pocket payments, maximum benefit limits, or exclu-
sion of specific services, such as mental health treatment. The problems of underinsurance are 
generally less severe than those of uninsurance, involve different policy issues and require the 
collection of different types of information. See further discussion in Chapter 2. 
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•	 �The number of uninsured individuals under age 65 is large, grow-
ing, and has persisted even during periods of strong economic 
growth. 

•	 �Uninsured children and adults do not receive the care they need; 
they suffer from poorer health and development, and are more 
likely to die early than are those with coverage.

•	 �Even one uninsured person in a family can put the financial stabil-
ity and health of the whole family at risk.

•	 �A community’s high uninsured rate can adversely affect the overall 
health status of the community, its health care institutions and 
providers, and the access of its residents to certain services. 

•	 �The estimated value across the populations in healthy years of life 
gained by providing health insurance coverage is almost certainly 
greater than the additional costs of an “insured” level of services 
for those who lack coverage.�

GUIDING THE DEBATE

In this report, the sixth and last in the series, the Committee presents 
its conclusions and recommendations, based on the findings of its previous 
five reports. It calls for action on the problems of uninsurance and hopes 
to stimulate informed discussion of the various proposals that have been 
put forth to extend coverage. By “extend coverage” we mean having more 
people gain coverage who previously had had none and reducing the un-
insured rate. To guide future discussion, the Committee offers principles, 
supported by the research, against which proposals for extending coverage 
can be assessed. 

The Committee’s review of clinical, epidemiological, and economic 
research for its earlier reports revealed certain features of health insurance 
that contribute to better health outcomes for those who have coverage. 
These insights into what accounts for the greater effectiveness of “insured” 
health care are reflected in the principles the Committee presents to guide 
policy makers and the public in analyzing proposals or developing new 
strategies. The Committee does not recommend or reject any specific pro-
posal. Rather it demonstrates, through the use of the principles, how each 
of a wide range of proposals would improve the current situation. 

�  An “insured” level of services reflects the current average benefits under Medicaid or 
private health insurance for those under age 65. 
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ELIMINATING UNINSURANCE:  
LESSONS FROM THE PAST AND PRESENT

Present-day efforts to reduce or eliminate uninsurance build on nearly 
a century of campaigns to bring about universal health insurance coverage. 
Past campaigns have yielded both incremental changes and major reforms 
but not universal coverage, due to challenges to major structural changes 
posed by American political arrangements and the lack of political leader-
ship strong and sustained enough to forge a workable consensus on cover-
age legislation. In addition, the opposition of provider, insurer, and business 
groups with economic interests potentially adversely affected by specific 
reform proposals has blocked universal coverage even though many have 
agreed with the general need for reform. 

In the early 1900s, health insurance was seen initially as a type of social 
insurance, justified as a means of protecting workers’ lost income when 
disabled or ill (Starr, 1982). By the 1930s it became a way to make health 
services more affordable for individuals and thus encourage utilization. 
Opposition to compulsory public insurance at the national level fed the 
development of private-sector nonprofit and commercial health coverage 
organized through the workplace. Between 1940 and 1960, the proportion 
of the general population with private health insurance grew from 9 percent 
to 68 percent (Bovbjerg et al., 1993).

Reform efforts to extend public coverage to retirees and the poor, two 
groups unlikely to purchase private coverage and likely to have difficulty 
paying for health care, met with success in 1965 with the enactment of 
Medicare and Medicaid as amendments to the Social Security Act. These 
two new programs introduced tens of millions of newly insured persons, 
and billions of new public dollars, into the health care system. Campaigns 
for universal coverage in the 1970s and 1990s have been shaped by the 
tensions between the goals of enrolling greater numbers of people and 
controlling health care expenditures. 

Recent Federal Incentives to Extend Coverage 
Have Not Closed the Coverage Gap

Finding: Federal incremental reforms over the past 20 years have made 
little progress in reducing overall uninsured rates nationally, although 
public program expansions have improved coverage for targeted previ-
ously uninsured groups. Federal reforms of employment-based insur-
ance have not included provisions for assuring affordability and, thus, 
have had limited effect. 
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Finding: Extensions of program eligibility for one group of uninsured 
often affect the coverage status of other population groups indirectly, 
for example, when State Children’s Health Insurance Program enroll-
ment efforts identify children who are eligible for but not enrolled in 
Medicaid. 

Finding: Public programs fall short of their coverage goals when not 
all eligible persons enroll. When outreach and enrollment are made a 
priority, coverage levels rise. Public coverage programs sometimes em-
ploy administrative barriers to enrollment to contend with inadequate 
or unstable during periods of economic stress within states. 

Health insurance coverage rates nationally reached their high point in 
1980, when approximately 15 percent of the general population under age 
65 was uninsured (Bovbjerg et. al., 1993). The percentage uninsured has 
not varied widely since then, but the number of uninsured people has grown 
substantially, to over 43 million, reflecting growth in the total population. 
Reforms since 1980 have made little progress in reducing the uninsured rate 
(Levit et al., 1992; Fronstin, 2002; Mills and Bhandari, 2003). 

Since the mid-1980s, however, major federal initiatives to extend both 
public and private coverage, many modeled after successful state programs, 
have improved coverage rates among lower income children (in households 
earning less than 200 percent poverty) and boosted the numbers of lower 
income persons with public coverage. Between 1984 and 1990, Congress 
gradually expanded Medicaid for pregnant women, infants, and young 
children, delinking coverage from welfare eligibility. These Medicaid expan-
sions were followed in 1997 by the creation of the State Children’s Health 
Insurance Program (SCHIP), a 10-year, $40 billion allotment in federal 
matching and capped grants in aid to the states. The program reduced the 
number of uninsured children, though more than half of the remaining 
uninsured children are eligible but not enrolled (Broaddus and Ku, 2000; 
Dubay et al., 2002a; Kenney et al., 2003). 

Federal initiatives to extend employment-based coverage have targeted 
improved portability and continuity of coverage through the Consolidated 
Omnibus Budget Reconciliation Act of 1985 (COBRA), the Health Insur-
ance Portability and Accountability Act of 1996 (HIPAA), and the Trade 
Act of 2002 (TA). All three statutes attempt to preserve coverage for specific 
categories of transitioning and unemployed workers and their families, yet 
the lack of authority or resources under COBRA and HIPAA to make insur-
ance premiums affordable has seriously limited their usefulness and impact. 
It remains to be seen whether the subsidized tax credit to be given to dis-
placed workers and retirees under the TA’s authority will make premiums 
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affordable enough to increase coverage among the approximately 260,000 
eligible persons (Healthcare Leadership Council, 2003). 

State and Local Initiatives to Extend Coverage

Finding: The federal Employee Retirement Income Security Act of 
1974 (ERISA) constrains the ability of states to mandate employment-
based coverage, one strategy to extend private coverage within their 
boundaries.

Finding: Although some states have made significant progress in reduc-
ing uninsurance, even the states that have led major coverage reforms 
have large and persisting uninsured populations. 

Finding: States do not have the fiscal resources to implement fully their 
existing public coverage programs and are further constrained from 
eliminating uninsurance within their boundaries by categorical limits 
on eligibility for federally supported public coverage programs. 

Finding: Extensions of public or private coverage at the county level 
have focused on increasing coverage among targeted populations rather 
than the entire uninsured population locally. Despite the potential of 
local programs to fill targeted gaps, the lack of reliable funding source 
limits their scope and effectiveness. 

Historically some states have taken the lead in extending coverage, but 
state efforts alone have been insufficient to eliminate uninsurance within 
their boundaries and have had little impact on the overall, national unin-
sured rate. This report highlights five states—Hawaii, Massachusetts, Min-
nesota, Oregon, and Tennessee—that have invested significant funds since 
the mid-1980s to expand their public programs and in some cases have 
also regulated the small group and nongroup insurance markets to create 
more affordable options. In 1994, these states began using Medicaid Sec-
tion 1115 waivers, without additional federal dollars, to broaden eligibility, 
with all but Tennessee folding in their own separate coverage programs for 
persons ineligible for Medicaid. Though all have made progress in extend-
ing coverage, each state still has significant numbers of uninsured people. 

All states are limited by ERISA, which does not permit direct state regu-
lation of coverage plans sponsored by private employers.� States may not 

�  In 1983, Hawaii received an exemption from ERISA, under the condition that the provi-
sions of the state’s employer mandate not be updated. 
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tax employer-sponsored plans directly, require employers to offer coverage, 
or regulate what they do offer.

Addressing concerns about the substitution or crowding out of private 
coverage by new public programs has created administrative barriers to 
full enrollment of all eligible persons. The increasingly severe budget crises 
faced by the states beginning in 2001 have limited state reform and begun 
to erode coverage, although the prospect of losing federal revenue has 
motivated states to maintain much of their commitment to public coverage 
programs that receive federal matching funds (Smith et al., 2002; Boyd, 
2003). State governments’ capacity to finance health care and extend cover-
age tends to be weakest at times when demands for such support are likely 
to be the highest, for example, during an economic recession. Nonetheless, 
the growing unmet need for health insurance in recent years has catalyzed 
reform efforts in many states (IOM, 2003a).

Many states designate their counties as the providers of last resort for 
the underserved and the uninsured (IOM, 2003a). Across the nation, a 
handful of counties has experimented with innovative ways to improve ac-
cess to care using insurance or an approach that resembles health insurance 
to reduce the impact of uninsurance on their communities. The Committee 
looked at the experiences of three urban counties that have led reform, 
Almeda County (CA), Hillsborough County (FL), and San Diego (CA). 
These counties have reformed the organization, financing, and delivery of 
local health services, combining outreach and enrollment activities with 
new sources of revenue to support coverage. Serious financial constraints 
limit the scope and effectiveness of these programs and keep them from 
fully reaching their goals. 

Despite gradual expansions of public programs at the federal, state, 
and local levels and isolated efforts around the country to move toward the 
goal of universal coverage, the lack of political consensus has prevented a 
substantial reduction in uninsurance in the United States. Laudable efforts 
have been hindered by a lack of resources. The state and county programs 
described here are noteworthy but atypical; individual state and local ef-
forts to extend health insurance will not achieve universal coverage nation-
ally. In some states the size of the uninsured population is overwhelming 
and many states lack the resources to extend coverage substantially. The 
circumscribed nature of past and present initiatives suggests that attempts 
to provide universal coverage without a substantial infusion of new federal 
funds are unrealistic. Recognition of the need to treat the elimination of 
uninsurance as a national responsibility, as well as a state and local one, is 
essential to comprehensive reform of coverage.

Conclusion: The persistence of uninsurance in the United States re-
quires a national and coherent strategy aimed at covering the entire 
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population. Federal leadership and federal dollars are necessary to 
eliminate uninsurance, although not necessarily federal administration 
or a uniform approach throughout the country. Universal health insur-
ance coverage will only be achieved when the principle of universality 
is embodied in federal public policy.

A VISION OF UNIVERSAL COVERAGE

The Committee’s previous reports detailed the negative effects on indi-
viduals’ health, family stability, community health care institutions and ac-
cess of residents, and the national economy associated with the existence of 
a large uninsured population. This report reviews a century of efforts aimed 
at reducing or eliminating uninsurance. This report also examines various 
approaches to providing health insurance because the Committee believes 
extending insurance coverage is a worthwhile and feasible endeavor. Imag-
ine what the country would be like if everyone had coverage—people would 
be financially able to have health problems checked, to seek preventive 
and primary care promptly, and to receive necessary, appropriate, and ef-
fective health services. Hospitals would be able to provide care without 
jeopardizing their operating budget and all families would have security 
in knowing that they had some protection against the prospect of medical 
bills undermining their financial stability or creditworthiness. The Commit-
tee believes that this picture could become a reality and that it is an image 
worth pursuing because the costs of uninsurance to all of  us—financial, 
societal, and in terms of health—are so great. The benefits of appropriate 
and timely health care are potentially even greater and can help motivate 
attaining this vision. 

VISION STATEMENT

The Committee on the Consequences of Uninsurance envisions an 
approach to health insurance that will promote better overall health 
for individuals, families, communities, and the nation by providing 
financial access for everyone to necessary, appropriate, and effective 
health services.

PRINCIPLES TO GUIDE THE EXTENSION OF COVERAGE

The evidence reviewed and developed by the Committee in its first 
five reports contributes to the shared vision and the following five key 
principles. The first principle is the most basic and yet the most important. 
The remaining four principles are not ranked by priority. Selected pieces 
of evidence are provided in the following discussion of the principles. (See 
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the Committee’s earlier reports, Coverage Matters, Care Without Coverage, 
Health Insurance Is a Family Matter, A Shared Destiny, and Hidden Costs, 
Value Lost, and Chapter 2 in the full report, Insuring America’s Health, for 
more detailed discussions of evidence.)

1.	 Health care coverage should be universal.
•	 �Everyone living in the United States should be covered by health 

insurance. Being uninsured can damage the health of individuals 
and families. Uninsured children and adults use medical and dental 
services less often than insured people and are less likely to receive 
routine preventive care (Newacheck et al., 1998b; McCormick 
et al., 2001; IOM, 2002b). They are less likely to have a regular 
source of care than are insured people (Zuvekas and Weinick, 
1999; Weinick et al., 2000). Insurance coverage is the best mecha-
nism for gaining financial access to services that may produce bet-
ter health. 

•	 �Uninsured people are less likely to receive high-quality, profes-
sionally recommended care and medications, particularly for 
preventive services and chronic conditions (Beckles et al., 1998; 
Cooper-Patrick et al., 1999; Powell-Griner et al., 1999; Ayanian et 
al., 2000; Breen et al., 2001; Goldman et al., 2001).

•	 �Uninsured children risk abnormal long-term development if they 
do not receive routine care; uninsured adults have worse outcomes 
for chronic conditions such as diabetes, cardiovascular disease, 
end-stage renal disease, and HIV (Hadley, 2002; IOM, 2002a,b).

•	 �Uninsured adults have a 25 percent greater mortality risk than do 
insured adults, accounting for an estimated 18,000 excess deaths 
annually (Franks et al., 1993a; Sorlie et al., 1994; IOM, 2002a).

2.	 Health care coverage should be continuous. 
•	 �Continuous coverage is more likely to lead to improved health out-

comes; breaks in coverage result in diminished health status (Lurie 
et al., 1984, 1986; Franks et al., 1993a; Sorlie et al., 1994; Baker 
et al., 2001). 

•	 �Achieving coverage well before the onset of an illness would likely 
lead to a better health outcome because the chance of early detec-
tion would be enhanced (Perkins et al., 2001). 

•	 �Interruptions in coverage interfere with therapeutic relationships, 
contribute to missed preventive services for children, and result 
in inadequate chronic care (Rodewald et al., 1997; Beckles et al., 
1998; Burstin et al., 1998; Daumit et al., 1999, 2000; Hoffman et 
al., 2001). 
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3.	� Health care coverage should be affordable to individuals and 
families.

•	 �The high cost of health insurance is the main reason people give for 
being uninsured (Hoffman and Schlobohm, 2000; IOM, 2001a). 
Nearly two-thirds of people with no coverage have incomes that 
are less than 200 percent of the federal poverty level (IOM, 2001a). 
Families in that income group have little leeway for health expen-
ditures, making some form of financial assistance necessary for 
obtaining coverage (IOM, 2002b). 

•	 �Among families with no members insured during the entire year 
and incomes below the poverty level, more than a quarter paid 
out-of-pocket medical expenses that were more than 5 percent of 
income (Taylor et al., 2001). 

4.	� The health insurance strategy should be affordable and sustainable 
for society. 

•	 �The Committee acknowledges that any health insurance strategy 
will likely face budgetary constraints on the benefits as well as 
on the administrative operations. Any major reform will need 
mechanisms to control the rate of growth in health care spending. 
There is no analytically derivable dollar amount of what society 
can afford; that will be determined through political and economic 
processes. 

•	 �The Committee believes that everyone should contribute financially 
to the national strategy through mechanisms such as taxes, premi-
ums, and cost sharing because all members of society can expect 
to benefit from universal health insurance coverage. 

•	 �To help insure affordability, the reform strategy should strive for 
efficiency and simplicity. 

5.	� Health insurance should enhance health and well-being by pro-
moting access to high-quality care that is effective, efficient, safe, 
timely, patient-centered, and equitable. 

•	 �Insurance should be designed to enhance the quality of the health 
care system as specified above and recommended by the IOM’s 
Committee on Quality of Health Care in America (IOM, 2001b). 

•	 �A benefit package that includes preventive and screening services, 
outpatient prescription drugs, and specialty mental health care as 
well as outpatient and hospital services would enhance receipt of 
appropriate care (Huttin et al., 2000; IOM, 2002a). 

•	 �Variation in patient cost sharing could be used as an incen-
tive for appropriate service use because it can influence patient 
behavior (Newhouse and The Insurance Experiment Group, 
1993).
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USING THE PRINCIPLES

The Committee’s research on the problems related to uninsurance 
demonstrates conclusively that there are benefits for the nation and all its 
residents from eliminating uninsurance and ensuring coverage for everyone. 
Based on review of past incremental and disjointed efforts to extend cover-
age, the limited progress made, and the remaining 43 million uninsured,

The Committee concludes that health insurance coverage for everyone 
in the United States requires major reform initiated as federal policy. 

Achieving universal coverage across the country will require at a mini-
mum federal policy direction and financial support. The new system would 
not necessarily be controlled wholly at the federal level or operated solely 
through a government agency. The Committee presents the preceding set 
of principles to be used in clarifying public debate about approaches to 
extending coverage. The principles provide objectives against which to 
measure various proposals. The Committee does not endorse or reject any 
particular approach to solving the problem of uninsurance, but recognizes 
that there are many pathways to achieving its vision. 

The Committee recommends that these principles be used to assess the 
merits of current proposals and to design future strategies for extending 
coverage to everyone. 

To illustrate how the principles should be used to evaluate reform 
proposals, the Committee sketches four prototypes for major reform in a 
simplified format so that the main incentives are clear. It then assesses each 
prototype against each of the principles, highlighting the model’s strengths 
and weaknesses. These models all include aspects of strategies under dis-
cussion in the public debate but are not detailed legislative proposals or 
specific strategies favored by particular politicians or advocacy groups. 
Brief outlines of the prototypes (discussed fully in Chapter 5 of Insuring 
America’s Health) are as follows 

1.	� Major public program extension and new tax credit: No funda-
mental change in private insurance, Medicaid and SCHIP merged 
and expanded, Medicare extended to 55 year olds, a tax credit for 
moderate income individuals.

2.	� Employer mandate, premium subsidy, and individual mandate: Em-
ployers required to provide coverage and contribution to workers’ 
premiums, subsidy for employers of low-wage workers, individu-
als required to accept employment-based insurance or obtain it 
privately, merged public program for those not covered at work. 
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3.	� Individual mandate and tax credit: Each person eligible for an ad-
vanceable, refundable tax credit and required to obtain coverage 
in the private market, Medicaid, and SCHIP eliminated. 

4.	� Single payer: Administered federally, everyone enrolled, single ben-
efit package, global budget, no Medicaid, SCHIP, or Medicare. 

Each model meets some principles better than others and each prin-
ciple may be more fully achieved by one prototype more than another. For 
example, the principle of universal coverage is more likely to be reached 
through any of the models with mandates than by the first prototype, which 
is entirely voluntary. Prototype 1 was included for completeness because 
it is an obvious approach currently under public consideration, although 
it would not achieve universality. The single payer model would most suc-
cessfully eliminate gaps in coverage. The assessment of each model is fully 
discussed in Chapter 5 and summarized in Table ES.1. 

The affordability to individuals and families of each prototype would 
depend on the size of the subsidies or tax credits and cost-sharing require-
ments, as well as eligibility levels for the public programs. The affordability 
and sustainability for society of each model would largely depend on the 
nature of cost controls in the system, sources of revenues, the amount of 
cost sharing, and the comprehensiveness of the benefit packages. Strong 
cost and utilization controls could affect access to services and health out-
comes in ways yet to be determined. The Committee is mindful that defin-
ing a minimum benefit package for the uninsured would likely also affect 
some people who currently have a lesser insurance package, increasing their 
benefits and resulting in additional costs and probably increased access to 
services and drugs and improved health outcomes. 

The potential of various models to enhance health through quality care 
would depend on the design of the benefit packages, the strength of the 
public programs, and effective consumer demand. There are shortcomings 
of each model, but each prototype could come closer to achieving the Com-
mittee’s vision and be ameliorated with further refinement, and elements of 
different models could be combined to promote particular principles. Most 
importantly, each prototype could more nearly achieve each principle than 
does the current system. 

NEXT STEPS

The Committee recognizes that it will take some time to develop, 
adopt, and implement a program of universal coverage and that it will re-
quire additional public resources to finance insurance. It will not be quick 
or easy to implement the necessary reforms and it will be preferable to 
phase in the changes according to a fixed schedule. Implementation should 
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aim for a minimum number of transitional stages, each of which incorpo-
rates changes that are as coherent and simple as possible. Despite a long 
history of failed attempts to achieve insurance for everyone, the Committee 
believes that universal insurance coverage is an important and achievable 
goal for the country. Instead of considering the status quo as everyone’s 
second choice when consensus on an approach to universal coverage fails 
to materialize, we should consider it the last choice. We cannot afford to 
ignore the problem of uninsurance. 

The Committee recommends that the President and Congress develop a 
strategy to achieve universal insurance coverage and to establish a firm 
and explicit schedule to reach this goal by 2010. 

The Committee recommends that, until universal coverage takes effect, 
the federal and state governments provide resources sufficient for Med-
icaid and SCHIP to cover all persons currently eligible and prevent the 
erosion of outreach efforts, eligibility, enrollment, and coverage. 

The Committee is concerned that the current and growing economic 
pressures on state governments as well as at the federal level will have a 
negative impact on public programs and erode current coverage, making 
future coverage gains more difficult. Until everyone has financial access to 
health services through insurance, it is necessary to sustain current public 
coverage programs. It is also important to shore up the current capacity of 
health care institutions and providers who take a major responsibility for 
caring for the uninsured. Continuing support of service capacity, particu-
larly in underserved areas, may be needed. 

The Committee appreciates that making a national commitment to 
achieve universal insurance coverage will require strong bipartisan political 
support as well as broad-based and deep public support. We all bear the 
costs of the current nonsystem that leaves tens of millions without health 
coverage. Doing nothing and maintaining the status quo with over 43 mil-
lion uninsured Americans is expensive. The nation suffers losses due to ill 
health, impaired development, early deaths, and lost productivity. The lack 
of health insurance is a destabilizing factor in families and for health care 
institutions that serve uninsured patients. In fact, the presence of uninsur-
ance creates insecurity for everyone, even those with health insurance today, 
because losing that coverage tomorrow is so easy. Universal insurance cov-
erage will benefit all Americans, enhance the great promise of our health 
care system, and reinforce our values as a democratic society. It is time for 
our nation to extend coverage to everyone.
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TABLE ES.1 Summary Assessment of Prototypes Based on Committee  
Principles 

		  Prototype 1

		  Major Public Program 
Principles	 Status Quo	 Expansion and Tax Credit	

Coverage should be	 Not universal;	 Would not achieve 
universal	 43 million uninsured	 universality because voluntary, 
	 	 but would reduce uninsured
		  population 

Coverage should be	 Not continuous; income, 	 Family- and job-related gaps 
continuous	 age, family, job, and 	 in coverage
	 health-related gaps in
	 coverage
	  

Coverage should be	 Private coverage 	 More affordable than current 
affordable for	 unaffordable	 system for those with low
individuals and	 to many moderate- 	 or moderate income 
families	 and low-income persons

Strategy should be	 Not affordable or sustainable	 All participants contribute; 
affordable and	 for society; uninsurance is	 aggregate expenditures not
sustainable for 	 growing; cost of poorer 	 controlled; new public 
society	 health and shorter lives is	 expenditures for only the
	 $65 billion-$130 billion; 	 public program expansion
	 some participants contribute; 	 and tax credit; sustainability
	 no limit on aggregate health	 public program depends on
	 expenditures or on tax	 revenue sources and credit
	 political support; size of	 depends on political support
	 expenditures—spending is 	
	 higher than other countries;	  
	 sustainability of current public
	 programs depends on economy 
	 and political support
 
Coverage should 	 Quality of care for the 	 Opportunities to promote 
enhance health 	 population limited 	 quality improvements 
through high quality	 because one in seven	 similar to current system
care	 is uninsured
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TABLE ES.1 Summary Assessment of Prototypes Based on Committee  
Principles 

Prototype 2	  Prototype 3	 Prototype 4 

Employer Mandate,	
Premium Subsidy, and	 Individual Mandate	  
Individual Mandate	 and Tax Credit	 Single Payer

Coverage likely to	 Depends on size of tax	 Likely to achieve 
be high; depends on	 credit, enforcement, and	 universal coverage
enforcement of 	 cost of individual	
mandates	 insurance

Brief gaps related to 	 Minimal gaps	 Continuous until death or 
life and job transitions		  age 65

Yes for workers, 	 Subsidy based only on	 Minimal cost sharing, but 
assuming adequate	 income and family size	 could be problem for low
employer premium 	 leaves older, less healthy,	 income
assistance; public	 and those in expensive areas	
program designed to 	 with less affordable coverage
be affordable for 
all enrollees 

All participants	 No limit on aggregate health	 Nearly all participants 
contribute; basic package 	 expenditures or on tax	 contribute; aggregate 
less costly than current	 expenditure, though federal 	 expenditures controllable, 
employment coverage;	 costs relatively predictable	 utilization not directly or 
revenue from patients in	 and controllable through size	 centrally controlled; high 
public program; sustain-	 of credit; sustainable through	 cost to federal budget; 
ability depends on revenue	 federal income tax base; size	 administrative savings; 
sources from employers’	 of credit depends on political	 sustainability depends 
premium on assistance	 support	 on revenue source and
and public program		  political support
		   

Could design quality 	 Similar incentives to current	 Potentially yes, depends on 
incentives in expanded 	 private insurance system;	 proper design 
public program and basic	 consumer could choose
benefit package; current 	 quality plans 
employer incentives for 
quality remain
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Appendix B

Statistics on the Nonelderly 
U.S. Population Without 
Health Insurance, 2007 
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TABLE B-1 Age, Race, Hispanic Origin, and Immigrant Status of the 
Nonelderly U.S. Population Without Health Insurance Coverage, 2007

Characteristic

Uninsured 
population
(in millions)

Proportion of  
the uninsured 
population (%)

Uninsured 
rate (%)

Total 45.7 100.0 15.3
Age
  All children, under age 18 8.1 17.8 11.0
  All adults, ages 18-64 36.8 80.6 19.6
    18 to 24 years 8.0 17.5 28.1
    25 to 34 years 10.3 22.6 25.7
    35 to 44 years 7.7 16.9 18.3 
    45 to 54 years 6.8 14.8 15.4 
    55 to 64 years 4.0 8.8 12.0
Race
  Whitea 34.3 75.1 14.3 
    White, not Hispanic 20.5 45.0 10.4
  Blackb 7.6 16.7 19.2
  Asian 2.2 4.9 16.8 
  American Indian/Alaska Nativec 0.9 1.9 32.9
  Native Hawaiian/Pacific Islanderc 0.1 0.3 19.5
Hispanic origin
  Hispanic 14.8 32.3 32.1
  Not Hispanic 30.9 67.7 12.2
Immigrant status 
  U.S. native 33.3 72.9 12.7
  Naturalized citizen 2.7 5.8 17.6
  Not a citizen 9.7 21.3 43.8

NOTE: Proportions may not total 100 percent because of rounding. 
  a Includes both Hispanic and non-Hispanic.
  b Includes multiracial blacks and blacks of Hispanic and non-Hispanic origin.
  c Indicates values from small sample sizes averaged over two years (2006-2007).
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TABLE B-2  Household Income and Family Work Status of the 
Nonelderly U.S. Population Without Health Insurance Coverage, 2007

Characteristic

Uninsured 
population
(in millions)

Proportion of  
the uninsured
population (%)

Uninsured 
rate (%)

Total 45.7 100.0 15.3
Household Income
  Poor, less than $25,000 13.5 29.6 24.5
  Low income, $25,000 to $49,999 14.5 31.8 21.1
  Middle income, $45,000 to $74,999 8.5 18.6 14.5
  Higher income, greater than $75,000 9.1 20.0 7.8

Work status
Total, 18 to 64 years old 36.8 100.0 19.6
Worked during year 26.8 72.8 18.1
  Worked full-time 21.1 57.3 17.0
  Worked part-time 5.8 15.8 23.4
Did not work 10.0 27.2 25.4

NOTE: Proportions may not total 100 percent due to rounding. 

REFERENCE

DeNavas-Walt, C., B. D. Proctor, and J. Smith. 2008. Income, poverty, and health insurance 
coverage in the United States: 2007. Washington, DC: U.S. Census Bureau.
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Appendix C

State Regulations Promoting 
Access to Individual Health 

Insurance Policies, 2007
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Appendix D

Recent Studies of the Impacts of Health 
Insurance for Children: Summary Tables

Five tables summarizing the evidence since 2002 on the impacts of 
health insurance for children are presented in this appendix. These tables 
were originally presented in a literature review commissioned by the In-
stitute of Medicine Committee on Health Insurance Status and Its Conse-
quences in 2008 titled Health and Access Consequences of Uninsurance 
Among Children in the United States: An Update, by Genevieve M. Kenney, 
Ph.D., and Embry Howell, Ph.D., The Urban Institute. 

•	 �Table D-1: General Health Care: Impacts of Health Insurance on 
Children’s Access and Use of Care

•	 �Table D-2: Dental Services: Impacts of Health Insurance on Chil-
dren’s Access and Use of Dental Services

•	 �Table D-3: Immunizations: Impacts of Health Insurance on Chil-
dren’s Immunizations

•	 �Table D-4: Impacts of Health Insurance on Special Populations of 
Children

•	 �Table D-5: Impacts of Health Insurance on Children’s Health Status 
and Related Outcomes

Several abbreviations are used frequently in the tables:

•	 ACSC = ambulatory care sensitive condition 
•	 ADHD = Attention Deficit Hyperactivity Disorder
•	 CHI = children’s health initiatives
•	 CSHCN = children with special health care needs
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•	 D-D = difference-in-difference
•	 IR = incidence ratio
•	 MEPS = Medical Expenditure Panel Survey 
•	 NHANES = National Health and Nutrition Examination Survey
•	 NHIS = National Health Interview Survey 
•	 NSAF = National Survey of America’s Families 
•	 NSCH = National Survey of Children’s Health 
•	 OLS = ordinary least squares
•	 Rx = prescription
•	 SCHIP = State Children’s Health Insurance Program

Changes are statistically significant unless otherwise noted as “not sig-
nificant” (“NS”). N/A indicates that the study in question did not examine 
the specified outcome.
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TABLE D-1 General Health Care: Impacts of Health Insurance on  
Children’s Access and Use of Care

Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

        Usual  
Source of  
Care

Any  
Ambulatory  
Visit

Any  
Preventive  
Visit

Any  
Unmet  
Need

Specific  
Unmet  
Needs

National Studies              

Banthin and 
Selden (2003) 
The ABCs of 
children’s health 
care: How 
the Medicaid 
expansions 
affected access, 
burdens, and 
coverage 
between 1987 
and 1996

United States, 
1987 and 1996

National Medical 
Expenditure Survey 
(1987) and MEPS 
(1996)

D-D approach: change between 
1987 and 1996 for poverty-related 
children less change over same 
time period for slightly higher-
income children: Children made 
eligible for Medicaid under the 
poverty-related expansions in the 
1980s are the treatment group 
and children with slightly higher 
income levels—defined as those in 
the income groups ultimately made 
eligible for SCHIP as of 2000—are 
the primary comparison group; 
controls included a variety of 
sociodemographic characteristics, 
as well as income and health 
status. Service use refers to 
previous 12 months.

2.1 percentage 
point increase 
(NS)

9.3 percentage 
point increase

N/A N/A N/A

Currie et al. 
(2008)
Has public 
health insurance 
for older 
children reduced 
disparities in 
access to care 
and health 
outcomes?

United States, 
1986 to 2005

NHIS (N = 
548,789)

Examine impacts of Medicaid/
SCHIP eligibility expansions on 
probability of an ambulatory visit 
and reported health status using 
a simulated eligibility indicator 
to address potential endogenity 
of eligibility. Medicaid/SCHIP 
generosity index generated by 
applying state eligibility rules to a 
sample of children for each state 
and year. Control variables include 
interaction terms and age and year 
dummies. Look at concurrent and 
lagged effects. Still potentially 
biased and concerns about 
appropriateness of simulated 
eligibility measure in studies of all 
kids. Service use refers to previous 
12 months.

N/A Eligible children 
6.8 percentage 
points more 
likely to have 
ambulatory visit 
in past year; 
children ages 
9-17 who were 
eligible as younger 
children are 3.9 
to 8.9 percentage 
points more likely 
to have doctor’s 
visit; find positive 
lagged eligibility 
effects

N/A N/A N/A
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TABLE D-1 General Health Care: Impacts of Health Insurance on  
Children’s Access and Use of Care

Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

        Usual  
Source of  
Care

Any  
Ambulatory  
Visit

Any  
Preventive  
Visit

Any  
Unmet  
Need

Specific  
Unmet  
Needs

National Studies              

Banthin and 
Selden (2003) 
The ABCs of 
children’s health 
care: How 
the Medicaid 
expansions 
affected access, 
burdens, and 
coverage 
between 1987 
and 1996

United States, 
1987 and 1996

National Medical 
Expenditure Survey 
(1987) and MEPS 
(1996)

D-D approach: change between 
1987 and 1996 for poverty-related 
children less change over same 
time period for slightly higher-
income children: Children made 
eligible for Medicaid under the 
poverty-related expansions in the 
1980s are the treatment group 
and children with slightly higher 
income levels—defined as those in 
the income groups ultimately made 
eligible for SCHIP as of 2000—are 
the primary comparison group; 
controls included a variety of 
sociodemographic characteristics, 
as well as income and health 
status. Service use refers to 
previous 12 months.

2.1 percentage 
point increase 
(NS)

9.3 percentage 
point increase

N/A N/A N/A

Currie et al. 
(2008)
Has public 
health insurance 
for older 
children reduced 
disparities in 
access to care 
and health 
outcomes?

United States, 
1986 to 2005

NHIS (N = 
548,789)

Examine impacts of Medicaid/
SCHIP eligibility expansions on 
probability of an ambulatory visit 
and reported health status using 
a simulated eligibility indicator 
to address potential endogenity 
of eligibility. Medicaid/SCHIP 
generosity index generated by 
applying state eligibility rules to a 
sample of children for each state 
and year. Control variables include 
interaction terms and age and year 
dummies. Look at concurrent and 
lagged effects. Still potentially 
biased and concerns about 
appropriateness of simulated 
eligibility measure in studies of all 
kids. Service use refers to previous 
12 months.

N/A Eligible children 
6.8 percentage 
points more 
likely to have 
ambulatory visit 
in past year; 
children ages 
9-17 who were 
eligible as younger 
children are 3.9 
to 8.9 percentage 
points more likely 
to have doctor’s 
visit; find positive 
lagged eligibility 
effects

N/A N/A N/A

Continued
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Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

        Usual  
Source of  
Care

Any  
Ambulatory  
Visit

Any  
Preventive  
Visit

Any  
Unmet  
Need

Specific  
Unmet  
Needs

Davidoff et al. 
(2005)
Effects of the 
State Children’s 
Health Insurance 
Program 
expansions on 
children with 
chronic health 
conditions

United States, 
1997, 2000, 
2001

NHIS core 
data source 
supplemented 
with state data on 
policy changes, 
local data on 
private premiums

D-D approach: two treatment 
groups—children in the income 
group made newly eligible under 
SCHIP and children already 
eligible for Medicaid under the 
poverty-related expansions; 
comparison group: children with 
incomes slightly above the SCHIP 
eligibility thresholds; wide-ranging 
control variables to address 
possible confounding changes 
occurring over the same period. 
Service use refers to previous 
12 months. Sample is restricted 
to children with chronic health 
conditions.

N/A 2.4 percentage 
point increase 
(NS)

N/A 8.6 percentage 
point decrease

Rx: 3.7 
percentage point 
decrease

Selden and 
Hudson (2006) 
Access to care 
and utilization 
among children: 
Estimating the 
effects of public 
and private 
coverage

United States, 
1996-2002

MEPS 
supplemented 
with state-level 
Medicaid/SCHIP 
eligibility and 
private premiums 
information; N = 
49,003

Children uninsured for full year 
compared to children with private 
coverage only and to children with 
any public coverage. Two-stage 
least squares with instrumental 
variables used to address selection 
bias (estimates reported here 
are from the model using family 
instruments). Found that OLS 
estimates understate positive 
effects of coverage. Service use 
refers to previous 12 months.

38.5 (public)  
and 39.7  
(private) 
percentage  
points more  
likely than 
uninsured

32.7 (public)  
and 30.1  
(private) 
percentage  
points more  
likely than 
uninsured

33.5 (public) and 
26.8 (private) 
percentage points 
more likely to 
comply with well-
visit guidelines

N/A N/A

TABLE D-1 Continued
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Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

        Usual  
Source of  
Care

Any  
Ambulatory  
Visit

Any  
Preventive  
Visit

Any  
Unmet  
Need

Specific  
Unmet  
Needs

Davidoff et al. 
(2005)
Effects of the 
State Children’s 
Health Insurance 
Program 
expansions on 
children with 
chronic health 
conditions

United States, 
1997, 2000, 
2001

NHIS core 
data source 
supplemented 
with state data on 
policy changes, 
local data on 
private premiums

D-D approach: two treatment 
groups—children in the income 
group made newly eligible under 
SCHIP and children already 
eligible for Medicaid under the 
poverty-related expansions; 
comparison group: children with 
incomes slightly above the SCHIP 
eligibility thresholds; wide-ranging 
control variables to address 
possible confounding changes 
occurring over the same period. 
Service use refers to previous 
12 months. Sample is restricted 
to children with chronic health 
conditions.

N/A 2.4 percentage 
point increase 
(NS)

N/A 8.6 percentage 
point decrease

Rx: 3.7 
percentage point 
decrease

Selden and 
Hudson (2006) 
Access to care 
and utilization 
among children: 
Estimating the 
effects of public 
and private 
coverage

United States, 
1996-2002

MEPS 
supplemented 
with state-level 
Medicaid/SCHIP 
eligibility and 
private premiums 
information; N = 
49,003

Children uninsured for full year 
compared to children with private 
coverage only and to children with 
any public coverage. Two-stage 
least squares with instrumental 
variables used to address selection 
bias (estimates reported here 
are from the model using family 
instruments). Found that OLS 
estimates understate positive 
effects of coverage. Service use 
refers to previous 12 months.

38.5 (public)  
and 39.7  
(private) 
percentage  
points more  
likely than 
uninsured

32.7 (public)  
and 30.1  
(private) 
percentage  
points more  
likely than 
uninsured

33.5 (public) and 
26.8 (private) 
percentage points 
more likely to 
comply with well-
visit guidelines

N/A N/A

TABLE D-1 Continued

Continued
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Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

        Usual  
Source of  
Care

Any  
Ambulatory  
Visit

Any  
Preventive  
Visit

Any  
Unmet  
Need

Specific  
Unmet  
Needs

State Studies                

Damiano et al. 
(2003)  
The impact of 
the Iowa  
S-SCHIP 
program 
on access, 
health status, 
and family 
environment

Iowa, 
1999-2000

Two-wave 
mail survey 
(with telephone 
followup) of 
parents of new 
enrollees in Hawk-
I (SCHIP) and 1 
year later; (N = 
463) response rate 
= 80% for baseline 
and 72% for 
followup

Pre-post cohort/longitudinal 
design. Outcomes for new 
enrollees compared to outcomes 
for the same enrollees 1 year later; 
no information provided on prior 
coverage of new enrollees. Service 
use refers to previous 12 months.

Increased from 
81% to 89%

N/A N/A Decreased from 
27% to 9% 
(medical need)

Specialty: 
Decreased from 
40% to 13%; 
Vision: Decreased 
from 46% to 
12%; Behavioral/ 
Emotional: 
Decreased from 
42% to 18%; Rx: 
Decreased from 
21% to 13%

Dick et al. 
(2004)  
SCHIP’s impact 
in three states: 
How do the 
most vulnerable 
children fare?

Kansas, 
Florida, and 
New York. 
Baseline 
between June 
2000 and 
March 2001; 
Followup 
interviews were 
conducted 1 
year later

Surveys of enrollees 
in State Children’s 
Health Insurance 
Programs; 
adolescents only 
in FL. 
KS: N = 434, 
response rate = 
35% FL: N = 944, 
response rate = 
30% NY: N = 
2,290, response 
rate = 55% 

Pre-post cohort/longitudinal 
design. Included children who had 
disenrolled from SCHIP. Provide 
separate estimates for children 
who were previously uninsured.

NY: Increased 
from 78% to 
97%

N/A KS: Increased 
from 51% to 
66% (NS); NY: 
increased from 
67% to 80% 

KS: Decreased 
from 53% 
to 20%; NY: 
decreased from 
32% to 21%

N/A

Feinberg et al. 
(2002) 
Family income 
and the impact 
of a children’s 
health insurance 
program on 
reported need 
for health 
services and 
unmet health 
need

Massachusetts, 
1998-1999

One-wave telephone 
survey of parents of 
children in enrolled 
in Mass. Children’s 
Medical Security 
Plan, a precursor 
to SCHIP, that 
included children 
of all incomes. (N = 
877 primary sample 
plus 119 Spanish 
oversample); 
response rate = 
62%

Compared experiences of children 
before and after enrollment, which 
parents were asked to recall.

N/A N/A N/A Excluding dental: 
Declined from 
12% before 
enrollment to  
7% after

Rx: Declined 
from 4% to 3%; 
Vision: Declined 
from 30% to 
17% (NS); 
Mental: Declined 
from 33% to 
17% (NS)
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Needs

State Studies                

Damiano et al. 
(2003)  
The impact of 
the Iowa  
S-SCHIP 
program 
on access, 
health status, 
and family 
environment

Iowa, 
1999-2000

Two-wave 
mail survey 
(with telephone 
followup) of 
parents of new 
enrollees in Hawk-
I (SCHIP) and 1 
year later; (N = 
463) response rate 
= 80% for baseline 
and 72% for 
followup

Pre-post cohort/longitudinal 
design. Outcomes for new 
enrollees compared to outcomes 
for the same enrollees 1 year later; 
no information provided on prior 
coverage of new enrollees. Service 
use refers to previous 12 months.

Increased from 
81% to 89%

N/A N/A Decreased from 
27% to 9% 
(medical need)

Specialty: 
Decreased from 
40% to 13%; 
Vision: Decreased 
from 46% to 
12%; Behavioral/ 
Emotional: 
Decreased from 
42% to 18%; Rx: 
Decreased from 
21% to 13%

Dick et al. 
(2004)  
SCHIP’s impact 
in three states: 
How do the 
most vulnerable 
children fare?

Kansas, 
Florida, and 
New York. 
Baseline 
between June 
2000 and 
March 2001; 
Followup 
interviews were 
conducted 1 
year later

Surveys of enrollees 
in State Children’s 
Health Insurance 
Programs; 
adolescents only 
in FL. 
KS: N = 434, 
response rate = 
35% FL: N = 944, 
response rate = 
30% NY: N = 
2,290, response 
rate = 55% 

Pre-post cohort/longitudinal 
design. Included children who had 
disenrolled from SCHIP. Provide 
separate estimates for children 
who were previously uninsured.

NY: Increased 
from 78% to 
97%

N/A KS: Increased 
from 51% to 
66% (NS); NY: 
increased from 
67% to 80% 

KS: Decreased 
from 53% 
to 20%; NY: 
decreased from 
32% to 21%

N/A

Feinberg et al. 
(2002) 
Family income 
and the impact 
of a children’s 
health insurance 
program on 
reported need 
for health 
services and 
unmet health 
need

Massachusetts, 
1998-1999

One-wave telephone 
survey of parents of 
children in enrolled 
in Mass. Children’s 
Medical Security 
Plan, a precursor 
to SCHIP, that 
included children 
of all incomes. (N = 
877 primary sample 
plus 119 Spanish 
oversample); 
response rate = 
62%

Compared experiences of children 
before and after enrollment, which 
parents were asked to recall.

N/A N/A N/A Excluding dental: 
Declined from 
12% before 
enrollment to  
7% after

Rx: Declined 
from 4% to 3%; 
Vision: Declined 
from 30% to 
17% (NS); 
Mental: Declined 
from 33% to 
17% (NS)
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Location and 
Time Period of 
Analysis Data Sources Methodology Findings

        Usual  
Source of  
Care
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Any  
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Visit

Any  
Unmet  
Need

Specific  
Unmet  
Needs

Fox et al. (2003) 
Changes in 
reported health 
status and unmet 
need for children 
enrolling in the 
Kansas children’s 
health insurance 
program

Kansas, 
1999-2000

Two-wave survey 
of parents of 
children enrolled in 
the program in its 
first 6 months and 
of the same parents 
1 year later; (N = 
1,955), response 
rate = 60%  
(Wave 2)

Pre-post cohort/longitudinal 
design. Responses for children 
just after enrollment compared to 
responses for same children 1 year 
later. Service use refers to previous 
12 months.

Increased from 
91.9% to 95.6%

N/A Increased from 
60.5% to 76.7%

Share who 
received all care 
needed increased 
from 48.9% to 
83.5%

Mental health: 
Decreased from 
4.2% to 1.1%; 
Vision: Decreased 
from 17.0% 
to 4.0%; Rx: 
Decreased from 
14.1% to 2.3% 

Kempe et al. 
(2005)  
Changes 
in access, 
utilization, and 
quality of care 
after enrollment 
into a state child 
health insurance 
plan

Colorado, 
1999-2001

Survey of enrollees 
in Colorado’s 
Child Health Plus 
Program; Baseline 
survey during 1999 
and 2000; follow 
up survey 1 year 
later. (N = 480). 
Response rate = 
77% for baseline 
and 68% for 
followup

Pre-post cohort/longitudinal 
design, controlling for race/
ethnicity, age, prior insurance 
status; no separate results reported 
for the kids who had been 
uninsured prior to enrolling in 
SCHIP. Report IR for post- versus 
pre-enrollment.

Usual source of 
preventive care  
IR = 1.02 (NS)

N/A Routine visit:  
IR = 1.39

N/A Rx: IR = .38; 
Mental: IR = .63; 
Dental: IR = .59; 
Routine care: IR = 
.17; Sick care: IR 
= .27; Eyeglasses: 
IR = .44

Kenney (2007) 
The impacts 
of the state 
children’s health 
insurance 
program on 
children who 
enroll: Findings 
from 10 states

10 states (CA, 
CO, FL, IL, 
LA, MO, NC, 
NJ, NY, TX), 
2002 

One-wave survey 
of parents of 
children newly 
enrolled in SCHIP 
or enrolled for 
1 year; response 
rate = 75-80% 
depending on 
state; N = 16,700; 
data pooled across 
states. Primary 
sample consists of 
5,394 established 
enrollees and 3,106 
recent enrollees

Compare pre-SCHIP experiences 
of uninsured children to SCHIP 
experiences of SCHIP enrollees; 
regression adjustment for 
demographic characteristics and 
income; sensitivity analyses to 
examine selection. Service use 
refers to previous 6 months.

21 percentage 
point increase

7 percentage 
points increase

11 percentage 
point increase

13 percentage 
point decrease

Rx: 6 percentage 
point decrease; 
Specialist: 6 
percentage point 
decrease; Hospital 
care: 6 percentage 
point decrease
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Fox et al. (2003) 
Changes in 
reported health 
status and unmet 
need for children 
enrolling in the 
Kansas children’s 
health insurance 
program

Kansas, 
1999-2000

Two-wave survey 
of parents of 
children enrolled in 
the program in its 
first 6 months and 
of the same parents 
1 year later; (N = 
1,955), response 
rate = 60%  
(Wave 2)

Pre-post cohort/longitudinal 
design. Responses for children 
just after enrollment compared to 
responses for same children 1 year 
later. Service use refers to previous 
12 months.

Increased from 
91.9% to 95.6%

N/A Increased from 
60.5% to 76.7%

Share who 
received all care 
needed increased 
from 48.9% to 
83.5%

Mental health: 
Decreased from 
4.2% to 1.1%; 
Vision: Decreased 
from 17.0% 
to 4.0%; Rx: 
Decreased from 
14.1% to 2.3% 

Kempe et al. 
(2005)  
Changes 
in access, 
utilization, and 
quality of care 
after enrollment 
into a state child 
health insurance 
plan

Colorado, 
1999-2001

Survey of enrollees 
in Colorado’s 
Child Health Plus 
Program; Baseline 
survey during 1999 
and 2000; follow 
up survey 1 year 
later. (N = 480). 
Response rate = 
77% for baseline 
and 68% for 
followup

Pre-post cohort/longitudinal 
design, controlling for race/
ethnicity, age, prior insurance 
status; no separate results reported 
for the kids who had been 
uninsured prior to enrolling in 
SCHIP. Report IR for post- versus 
pre-enrollment.

Usual source of 
preventive care  
IR = 1.02 (NS)

N/A Routine visit:  
IR = 1.39

N/A Rx: IR = .38; 
Mental: IR = .63; 
Dental: IR = .59; 
Routine care: IR = 
.17; Sick care: IR 
= .27; Eyeglasses: 
IR = .44

Kenney (2007) 
The impacts 
of the state 
children’s health 
insurance 
program on 
children who 
enroll: Findings 
from 10 states

10 states (CA, 
CO, FL, IL, 
LA, MO, NC, 
NJ, NY, TX), 
2002 

One-wave survey 
of parents of 
children newly 
enrolled in SCHIP 
or enrolled for 
1 year; response 
rate = 75-80% 
depending on 
state; N = 16,700; 
data pooled across 
states. Primary 
sample consists of 
5,394 established 
enrollees and 3,106 
recent enrollees

Compare pre-SCHIP experiences 
of uninsured children to SCHIP 
experiences of SCHIP enrollees; 
regression adjustment for 
demographic characteristics and 
income; sensitivity analyses to 
examine selection. Service use 
refers to previous 6 months.

21 percentage 
point increase

7 percentage 
points increase

11 percentage 
point increase

13 percentage 
point decrease

Rx: 6 percentage 
point decrease; 
Specialist: 6 
percentage point 
decrease; Hospital 
care: 6 percentage 
point decrease
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Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

        Usual  
Source of  
Care

Any  
Ambulatory  
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Any  
Preventive  
Visit

Any  
Unmet  
Need

Specific  
Unmet  
Needs

Kenney et al. 
(2007) 
Medicaid and 
SCHIP coverage: 
Evidence from 
California and 
North Carolina

California 
and North 
Carolina, 2002

Survey of parents 
of Medicaid 
enrollees in two 
states (N = 1,162; 
830 established 
enrollees and 332 
recent Medicaid 
enrollees). 
Response rate = 
41% for CA and 
60% for NC

Compared pre-Medicaid 
experiences when uninsured to 
Medicaid experiences; regression 
adjustment for demographic 
characteristics, income, health 
status, and parent’s attitudes 
regarding efficacy of medical care. 
Service use refers to previous 6 
months.

29 percentage 
points more  
likely with 
Medicaid 

8 percentage 
points more  
likely

8 percentage 
points more  
likely

13 percentage 
points less  
likely

Rx: 3 percentage 
points more likely 
(NS); Specialist: 
3 percentage 
points more likely 
(NS); Hospital: 4 
percentage points 
more likely

Moreno and 
Hoag (2001) 
Covering the 
uninsured 
through 
TennCare: 
Does it make a 
difference?

Tennessee, 
1998 and 1999

Five-state 
household survey, 
Random Digit 
Dial component 
from TN reported 
in study; 1,376 
completed 
interviews (1,061 
adults and 315 
children; response 
rate = 72% for 
1998 and 76% for 
1999

Compared kids enrolled in 
TennCare under the expansion 
category (treatment group) to 
uninsured children (comparison 
group); controls include 
standard variables related to 
sociodemographic characteristics 
and health status and also 
included controls for differences 
in health care beliefs; small 
sample sizes for analyses on 
children—162 in the treatment 
group and 153 in the comparison 
group; regression-adjusted means 
were computed and compared for 
the treatment and the comparison 
group. 

Medicaid: 98.3%; 
Uninsured: 73.7%

N/A Received on 
schedule: 
Medicaid: nearly 
75% percent 
Uninsured: 55%

Estimates not 
given, but 
“similar” to 
adult estimates of 
Medicaid: 63.8%; 
Uninsured: 33.6%

N/A

Slifkin et al. 
(2002) 
Effect of the 
North Carolina 
State Children’s 
Health Insurance 
Program on 
beneficiary 
access to care

North 
Carolina, 
Summer 1999 
for baseline 
and Summer 
2000 for 
followup

Survey of children 
enrolled in NC 
Health Choice;  
N = 987; response 
rate = 75% for 
baseline and 74% 
for followup

Pre-post longitudinal/cohort study; 
also analyzed a fresh sample of 
new enrollees at followup to assess 
possible secular trends; pre period 
includes insured and uninsured 
kids and the uninsured sample is 
quite small (N = 32). Service use 
refers to previous 12 months.

“Had provider 
for checkups” 
0-5y: Increased 
from 86% to 
96% (NS); 6-11y: 
Increased from 
68% to 93%

N/A 0-5y: Increased 
from 48% to 
61% (NS);  
6-11y: Increased 
from 16% to 
41%

Medical: 0-5y: 
Decreased from 
29% to 0%; 
6-11y: Decreased 
from 62% to 2%

N/A
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Kenney et al. 
(2007) 
Medicaid and 
SCHIP coverage: 
Evidence from 
California and 
North Carolina

California 
and North 
Carolina, 2002

Survey of parents 
of Medicaid 
enrollees in two 
states (N = 1,162; 
830 established 
enrollees and 332 
recent Medicaid 
enrollees). 
Response rate = 
41% for CA and 
60% for NC

Compared pre-Medicaid 
experiences when uninsured to 
Medicaid experiences; regression 
adjustment for demographic 
characteristics, income, health 
status, and parent’s attitudes 
regarding efficacy of medical care. 
Service use refers to previous 6 
months.

29 percentage 
points more  
likely with 
Medicaid 

8 percentage 
points more  
likely

8 percentage 
points more  
likely

13 percentage 
points less  
likely

Rx: 3 percentage 
points more likely 
(NS); Specialist: 
3 percentage 
points more likely 
(NS); Hospital: 4 
percentage points 
more likely

Moreno and 
Hoag (2001) 
Covering the 
uninsured 
through 
TennCare: 
Does it make a 
difference?

Tennessee, 
1998 and 1999

Five-state 
household survey, 
Random Digit 
Dial component 
from TN reported 
in study; 1,376 
completed 
interviews (1,061 
adults and 315 
children; response 
rate = 72% for 
1998 and 76% for 
1999

Compared kids enrolled in 
TennCare under the expansion 
category (treatment group) to 
uninsured children (comparison 
group); controls include 
standard variables related to 
sociodemographic characteristics 
and health status and also 
included controls for differences 
in health care beliefs; small 
sample sizes for analyses on 
children—162 in the treatment 
group and 153 in the comparison 
group; regression-adjusted means 
were computed and compared for 
the treatment and the comparison 
group. 

Medicaid: 98.3%; 
Uninsured: 73.7%

N/A Received on 
schedule: 
Medicaid: nearly 
75% percent 
Uninsured: 55%

Estimates not 
given, but 
“similar” to 
adult estimates of 
Medicaid: 63.8%; 
Uninsured: 33.6%

N/A

Slifkin et al. 
(2002) 
Effect of the 
North Carolina 
State Children’s 
Health Insurance 
Program on 
beneficiary 
access to care

North 
Carolina, 
Summer 1999 
for baseline 
and Summer 
2000 for 
followup

Survey of children 
enrolled in NC 
Health Choice;  
N = 987; response 
rate = 75% for 
baseline and 74% 
for followup

Pre-post longitudinal/cohort study; 
also analyzed a fresh sample of 
new enrollees at followup to assess 
possible secular trends; pre period 
includes insured and uninsured 
kids and the uninsured sample is 
quite small (N = 32). Service use 
refers to previous 12 months.

“Had provider 
for checkups” 
0-5y: Increased 
from 86% to 
96% (NS); 6-11y: 
Increased from 
68% to 93%

N/A 0-5y: Increased 
from 48% to 
61% (NS);  
6-11y: Increased 
from 16% to 
41%

Medical: 0-5y: 
Decreased from 
29% to 0%; 
6-11y: Decreased 
from 62% to 2%

N/A
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Any  
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Szilagyi et al. 
(2004) 
Improved 
asthma care after 
enrollment in the 
State Children’s 
Health Insurance 
program in New 
York

New York 
State, 
2001-2002

Two-wave 
telephone survey 
of parents of 
children enrolled 
in Child Health 
Plus (SCHIP) for 
4-6 months and 
about 1 year after 
enrollment; N = 
2,290; response 
rate = 87% for 
followup

Outcomes for newly enrolled 
children compared to outcomes 
for the same children 1 year later. 
Pre period includes insured and 
uninsured kids, but 80 percent 
uninsured for part of the year. 
Service use refers to previous 12 
months.

11.6 percentage 
point increase

6.2 percentage 
point increase

8.9 percentage 
point increase

13.8 percentage 
point decrease

Specialty: 3.5 
percentage 
point decrease; 
Preventive: 9.6 
percentage point 
decrease; Rx: 4.1 
percentage point 
decrease; Vision: 
3.6 percentage 
point decrease

Local Studies                

Eisert and 
Gabow (2002) 
Effect of Child 
Health Insurance 
Plan enrollment 
on the utilization 
of health care 
services by 
children using a 
public safety net 
system

Denver, CO, 
1998-2000

SCHIP enrollment 
data from Denver 
County merged 
with Denver 
Health Medical 
Plan dental 
utilization data 
(N = 748 before 
enrollment and 
757 after)

Service use for children enrolled 
in the Denver Health Medical 
Plan for a year prior to SCHIP 
enrollment compared to during 
12 months after. Only 14% of 
children were uninsured before 
enrollment. Service use refers to 
previous 12 months.

N/A N/A Increased from 
31.0% to 42.0%

N/A N/A

Howell et al. 
(2008a) 
The impact of 
the Los Angeles 
Health Kids 
Program on 
access to care, 
use of services, 
and health status

San Mateo 
County, CA, 
2006-2007

One-wave 
survey of parents 
of primarily 
undocumented 
children newly 
enrolled in Healthy 
Kids insurance 
and enrolled for 1 
year; (N = 1,404) 
response rate = 
77%

Newly enrolled children compared 
to children enrolled for 1 year; 
regression adjustment for 
demographic characteristics, 
income, and medical and dental 
need. Service use refers to previous 
6 months.

New: 59.4% 
Established: 
89.1%

New: 40.7% 
Established: 
58.6%

New: 36.7% 
Established: 
54.3%

New: 28.5% 
Established:  
16.0%

Delay in vision: 
New: 5.5% 
Established: 1.7%
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Szilagyi et al. 
(2004) 
Improved 
asthma care after 
enrollment in the 
State Children’s 
Health Insurance 
program in New 
York

New York 
State, 
2001-2002

Two-wave 
telephone survey 
of parents of 
children enrolled 
in Child Health 
Plus (SCHIP) for 
4-6 months and 
about 1 year after 
enrollment; N = 
2,290; response 
rate = 87% for 
followup

Outcomes for newly enrolled 
children compared to outcomes 
for the same children 1 year later. 
Pre period includes insured and 
uninsured kids, but 80 percent 
uninsured for part of the year. 
Service use refers to previous 12 
months.

11.6 percentage 
point increase

6.2 percentage 
point increase

8.9 percentage 
point increase

13.8 percentage 
point decrease

Specialty: 3.5 
percentage 
point decrease; 
Preventive: 9.6 
percentage point 
decrease; Rx: 4.1 
percentage point 
decrease; Vision: 
3.6 percentage 
point decrease

Local Studies                

Eisert and 
Gabow (2002) 
Effect of Child 
Health Insurance 
Plan enrollment 
on the utilization 
of health care 
services by 
children using a 
public safety net 
system

Denver, CO, 
1998-2000

SCHIP enrollment 
data from Denver 
County merged 
with Denver 
Health Medical 
Plan dental 
utilization data 
(N = 748 before 
enrollment and 
757 after)

Service use for children enrolled 
in the Denver Health Medical 
Plan for a year prior to SCHIP 
enrollment compared to during 
12 months after. Only 14% of 
children were uninsured before 
enrollment. Service use refers to 
previous 12 months.

N/A N/A Increased from 
31.0% to 42.0%

N/A N/A

Howell et al. 
(2008a) 
The impact of 
the Los Angeles 
Health Kids 
Program on 
access to care, 
use of services, 
and health status

San Mateo 
County, CA, 
2006-2007

One-wave 
survey of parents 
of primarily 
undocumented 
children newly 
enrolled in Healthy 
Kids insurance 
and enrolled for 1 
year; (N = 1,404) 
response rate = 
77%

Newly enrolled children compared 
to children enrolled for 1 year; 
regression adjustment for 
demographic characteristics, 
income, and medical and dental 
need. Service use refers to previous 
6 months.

New: 59.4% 
Established: 
89.1%

New: 40.7% 
Established: 
58.6%

New: 36.7% 
Established: 
54.3%

New: 28.5% 
Established:  
16.0%

Delay in vision: 
New: 5.5% 
Established: 1.7%
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Howell et al. 
(2008b) 
Final report of 
the evaluation 
of the San 
Mateo County 
Children’s 
Health Initiative

Los Angeles 
County, CA, 
2005-2007

Two-wave 
survey of parents 
of primarily 
undocumented 
children ages 1-5 
enrolled in Healthy 
Kids insurance (N 
= 975); response 
rate to both waves 
= 77% 

D-D; changes over a year for 
children who had been enrolled 
for a year in Wave 1 compared 
to changes for newly enrolled 
children; regression adjustment 
for demographic characteristics, 
income, and medical and dental 
need. Service use refers to previous 
6 months.

New enrollees 
increased from 
79.5% to 94.0% 
while established 
remained 
unchanged at 
93.6% and 
94.2%

No significant 
changes for 
new enrollees 
(69.5-72.0%) 
or established 
enrollees (76.2-
71.6%), but D-D 
is significant

No significant 
changes for 
new enrollees 
(65.1-67.6%) 
or established 
enrollees (69.9-
69.0%). D-D not 
significant

N/A Preventive: 
New enrollees 
decreased from 
22.7% to 8.8%, 
D-D significant; 
Specialty: 
New enrollees 
decreased from 
10.0% to 2.8%, 
D-D is significant

Trenholm et al. 
(2005)  
The Santa Clara 
County Healthy 
Kids Program: 
Impacts on 
children’s 
medical, dental, 
and vision care. 
Final report 
submitted to 
the Lucille and 
David Packard 
Foundation

Santa Clara 
County, CA, 
2003-2004

Survey of parents 
of undocumented 
children enrolled 
in Healthy Kids 
insurance; (N = 
1,235) response 
rate = 89% 

Newly enrolled children compared 
to children enrolled for 1 year 
(established); 63% of new 
enrollees were uninsured for all 
6 months prior to enrollment; 
regression adjustment for 
demographic characteristics, 
income, and medical and dental 
need. Service use refers to previous 
6 months.

New: 49% 
Established: 
89%

New: 32% 
Established: 
54%

New: 25% 
Established: 
43%

New: 24% 
Established: 
10%

Specialist: New: 
7% Established: 
3%; Rx: New: 
6% Established 
1%; Preventive: 
New 18% 
Established 
5%; Delay in 
vision: New 8% 
Established 2%

NOTE: Changes are statistically significant unless otherwise noted as “not significant” (“NS”). 
N/A indicates the study did not examine that outcome. D-D = difference-in-difference; IR = 
incidence ratio; MEPS = Medical Expenditure Panel Survey; OLS = ordinary least squares; 
SCHIP = State Children’s Health Insurance Program; Rx = prescription.
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TABLE D-1 Continued

Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

        Usual  
Source of  
Care

Any  
Ambulatory  
Visit

Any  
Preventive  
Visit

Any  
Unmet  
Need

Specific  
Unmet  
Needs

Howell et al. 
(2008b) 
Final report of 
the evaluation 
of the San 
Mateo County 
Children’s 
Health Initiative

Los Angeles 
County, CA, 
2005-2007

Two-wave 
survey of parents 
of primarily 
undocumented 
children ages 1-5 
enrolled in Healthy 
Kids insurance (N 
= 975); response 
rate to both waves 
= 77% 

D-D; changes over a year for 
children who had been enrolled 
for a year in Wave 1 compared 
to changes for newly enrolled 
children; regression adjustment 
for demographic characteristics, 
income, and medical and dental 
need. Service use refers to previous 
6 months.

New enrollees 
increased from 
79.5% to 94.0% 
while established 
remained 
unchanged at 
93.6% and 
94.2%

No significant 
changes for 
new enrollees 
(69.5-72.0%) 
or established 
enrollees (76.2-
71.6%), but D-D 
is significant

No significant 
changes for 
new enrollees 
(65.1-67.6%) 
or established 
enrollees (69.9-
69.0%). D-D not 
significant

N/A Preventive: 
New enrollees 
decreased from 
22.7% to 8.8%, 
D-D significant; 
Specialty: 
New enrollees 
decreased from 
10.0% to 2.8%, 
D-D is significant

Trenholm et al. 
(2005)  
The Santa Clara 
County Healthy 
Kids Program: 
Impacts on 
children’s 
medical, dental, 
and vision care. 
Final report 
submitted to 
the Lucille and 
David Packard 
Foundation

Santa Clara 
County, CA, 
2003-2004

Survey of parents 
of undocumented 
children enrolled 
in Healthy Kids 
insurance; (N = 
1,235) response 
rate = 89% 

Newly enrolled children compared 
to children enrolled for 1 year 
(established); 63% of new 
enrollees were uninsured for all 
6 months prior to enrollment; 
regression adjustment for 
demographic characteristics, 
income, and medical and dental 
need. Service use refers to previous 
6 months.

New: 49% 
Established: 
89%

New: 32% 
Established: 
54%

New: 25% 
Established: 
43%

New: 24% 
Established: 
10%

Specialist: New: 
7% Established: 
3%; Rx: New: 
6% Established 
1%; Preventive: 
New 18% 
Established 
5%; Delay in 
vision: New 8% 
Established 2%

NOTE: Changes are statistically significant unless otherwise noted as “not significant” (“NS”). 
N/A indicates the study did not examine that outcome. D-D = difference-in-difference; IR = 
incidence ratio; MEPS = Medical Expenditure Panel Survey; OLS = ordinary least squares; 
SCHIP = State Children’s Health Insurance Program; Rx = prescription.
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TABLE D-2  Dental Services: Impacts of Health Insurance on Children’s  
Access and Use of Dental Services

Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

       
Has Usual Source of 
Dental Care Any Dental Use Preventive Use Unmet Dental Need

Banthin and 
Selden (2003) 
The ABCs of 
children’s health 
care: How 
the Medicaid 
expansions 
affected access, 
burdens, and 
coverage 
between 1987 
and 1996

United States, 
1987 and 1996

National Medical 
Expenditure Survey 
(1987) and MEPS 
(1996)

D-D approach—change between 
1987 and 1996 for poverty-related 
children less change over same 
time period for slightly higher-
income children: Children made 
eligible for Medicaid under the 
poverty-related expansions in the 
1980s are the treatment group 
and children with slightly higher 
income levels (defined as those in 
the income groups ultimately made 
eligible for SCHIP as of 2000) are 
the primary comparison group; 
controls included a variety of 
sociodemographic characteristics, 
as well as income and health 
status. Service use refers to 
previous 12 months.

N/A 5.1 percentage point 
increase (NS, but D-D 
without controls is 
significant)

N/A N/A

Damiano et al. 
(2003) 
The impact of 
the Iowa  
S-SCHIP 
program 
on access, 
health status, 
and family 
environment

Iowa, 
1999-2000

Two-wave 
mail survey 
(with telephone 
followup) of 
parents of new 
enrollees in Hawk-
I (SCHIP) and 1 
year later; (N = 
463) response rate 
= 80% for baseline 
and 72% for 
followup

Pre-post cohort/longitudinal 
design. Outcomes for new enrollees 
compared to outcomes for the 
same enrollees 1 year later; no 
information provided on prior 
coverage of new enrollees. Service 
use refers to previous 12 months.

Increased from 82% 
to 87%

Increased from 48% 
to 69%

N/A Decreased from 30% 
to 10%
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TABLE D-2  Dental Services: Impacts of Health Insurance on Children’s  
Access and Use of Dental Services

Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

       
Has Usual Source of 
Dental Care Any Dental Use Preventive Use Unmet Dental Need

Banthin and 
Selden (2003) 
The ABCs of 
children’s health 
care: How 
the Medicaid 
expansions 
affected access, 
burdens, and 
coverage 
between 1987 
and 1996

United States, 
1987 and 1996

National Medical 
Expenditure Survey 
(1987) and MEPS 
(1996)

D-D approach—change between 
1987 and 1996 for poverty-related 
children less change over same 
time period for slightly higher-
income children: Children made 
eligible for Medicaid under the 
poverty-related expansions in the 
1980s are the treatment group 
and children with slightly higher 
income levels (defined as those in 
the income groups ultimately made 
eligible for SCHIP as of 2000) are 
the primary comparison group; 
controls included a variety of 
sociodemographic characteristics, 
as well as income and health 
status. Service use refers to 
previous 12 months.

N/A 5.1 percentage point 
increase (NS, but D-D 
without controls is 
significant)

N/A N/A

Damiano et al. 
(2003) 
The impact of 
the Iowa  
S-SCHIP 
program 
on access, 
health status, 
and family 
environment

Iowa, 
1999-2000

Two-wave 
mail survey 
(with telephone 
followup) of 
parents of new 
enrollees in Hawk-
I (SCHIP) and 1 
year later; (N = 
463) response rate 
= 80% for baseline 
and 72% for 
followup

Pre-post cohort/longitudinal 
design. Outcomes for new enrollees 
compared to outcomes for the 
same enrollees 1 year later; no 
information provided on prior 
coverage of new enrollees. Service 
use refers to previous 12 months.

Increased from 82% 
to 87%

Increased from 48% 
to 69%

N/A Decreased from 30% 
to 10%

Continued
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TABLE D-2  Continued

Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

       
Has Usual Source of 
Dental Care Any Dental Use Preventive Use Unmet Dental Need

Davidoff et al. 
(2005) 
Effects of the 
State Children’s 
Health Insurance 
Program 
expansions on 
children with 
chronic health 
conditions

United States, 
1997, 2000, 
2001

NHIS core 
data source 
supplemented 
with state data on 
policy changes, 
local data on 
private premiums

D-D approach: two treatment 
groups—children in the income 
group made newly eligible under 
SCHIP and children already 
eligible for Medicaid under the 
poverty-related expansions; 
comparison group: children with 
incomes slightly above the SCHIP 
eligibility thresholds; wide-ranging 
control variables to address 
possible confounding changes 
occurring over the same period. 
Service use refers to previous 
12 months. Sample is restricted 
to children with chronic health 
conditions.

N/A 4.5 percentage point 
increase (NS)

N/A 7.4 percentage point 
decrease

Eisert and 
Gabow (2002) 
Effect of Child 
Health Insurance 
Plan enrollment 
on the utilization 
of health care 
services by 
children using a 
public safety net 
system

Denver, CO, 
1998-2000

SCHIP enrollment 
data from Denver 
County merged 
with Denver 
Health Medical 
Plan dental 
utilization data 
(N = 748 before 
enrollment and 
757 after)

Service use for children enrolled 
in the Denver Health Medical 
Plan for a year prior to SCHIP 
enrollment compared to during 
12 months after. Only 14% of 
children were uninsured before 
enrollment. Service use refers to 
previous 12 months.

N/A (NS) N/A N/A

Feinberg et al. 
(2002) 
Family income 
and the impact 
of a children’s 
health insurance 
program on 
reported need 
for health 
services and 
unmet health 
need

Massachusetts, 
1998-1999

One-wave 
telephone survey of 
parents of children 
in enrolled in 
Mass. Children’s 
Medical Security 
Plan, a precursor 
to SCHIP, that 
included children 
of all incomes. (N = 
877 primary sample 
plus 119 Spanish 
oversample); 
response rate = 
62%

Compared experiences of children 
before and after enrollment, which 
parents were asked to recall.

N/A N/A N/A Declined from 31% 
before enrollment to 
27% after 
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TABLE D-2  Continued

Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

       
Has Usual Source of 
Dental Care Any Dental Use Preventive Use Unmet Dental Need

Davidoff et al. 
(2005) 
Effects of the 
State Children’s 
Health Insurance 
Program 
expansions on 
children with 
chronic health 
conditions

United States, 
1997, 2000, 
2001

NHIS core 
data source 
supplemented 
with state data on 
policy changes, 
local data on 
private premiums

D-D approach: two treatment 
groups—children in the income 
group made newly eligible under 
SCHIP and children already 
eligible for Medicaid under the 
poverty-related expansions; 
comparison group: children with 
incomes slightly above the SCHIP 
eligibility thresholds; wide-ranging 
control variables to address 
possible confounding changes 
occurring over the same period. 
Service use refers to previous 
12 months. Sample is restricted 
to children with chronic health 
conditions.

N/A 4.5 percentage point 
increase (NS)

N/A 7.4 percentage point 
decrease

Eisert and 
Gabow (2002) 
Effect of Child 
Health Insurance 
Plan enrollment 
on the utilization 
of health care 
services by 
children using a 
public safety net 
system

Denver, CO, 
1998-2000

SCHIP enrollment 
data from Denver 
County merged 
with Denver 
Health Medical 
Plan dental 
utilization data 
(N = 748 before 
enrollment and 
757 after)

Service use for children enrolled 
in the Denver Health Medical 
Plan for a year prior to SCHIP 
enrollment compared to during 
12 months after. Only 14% of 
children were uninsured before 
enrollment. Service use refers to 
previous 12 months.

N/A (NS) N/A N/A

Feinberg et al. 
(2002) 
Family income 
and the impact 
of a children’s 
health insurance 
program on 
reported need 
for health 
services and 
unmet health 
need

Massachusetts, 
1998-1999

One-wave 
telephone survey of 
parents of children 
in enrolled in 
Mass. Children’s 
Medical Security 
Plan, a precursor 
to SCHIP, that 
included children 
of all incomes. (N = 
877 primary sample 
plus 119 Spanish 
oversample); 
response rate = 
62%

Compared experiences of children 
before and after enrollment, which 
parents were asked to recall.

N/A N/A N/A Declined from 31% 
before enrollment to 
27% after 

Continued
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Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

       
Has Usual Source of 
Dental Care Any Dental Use Preventive Use Unmet Dental Need

Fox et al. (2003) 
Changes in 
reported health 
status and unmet 
need for children 
enrolling in the 
Kansas children’s 
health insurance 
program

Kansas, 
1999-2000

Two-wave survey 
of parents of 
children enrolled 
in the program in 
its first six months 
and of the same 
parents 1 year 
later; (N = 1,955) 
response rate = 
60% (Wave Two)

Pre-post cohort/longitudinal 
design. Responses for children 
just after enrollment compared to 
responses for same children 1 year 
later. Service use refers to previous 
12 months.

N/A Increased from 48.2% 
to 70.7%

N/A Decreased from 40.1% 
to 11.5%

Howell et al. 
(2008a) 
Final report of 
the evaluation 
of the San 
Mateo County 
Children’s 
Health Initiative

San Mateo 
County, CA, 
2006-2007

One-wave 
survey of parents 
of primarily 
undocumented 
children newly 
enrolled in Healthy 
Kids insurance 
and enrolled for 1 
year; (N = 1,404) 
response rate = 
77%

Newly enrolled children compared 
to children enrolled for 1 year; 
regression adjustment for 
demographic characteristics, 
income, and medical and dental 
need. Service use refers to previous 
6 months.

New: 41.9%; 
Established: 86.6%

New: 26.5%; 
Established: 67.3%

New: 24.9%; 
Established: 65.2%

New: 21.9%; 
Established: 11.2%

Howell et al. 
(2008b) 
The impact of 
the Los Angeles 
Health Kids 
Program on 
access to care, 
use of services, 
and health status 

Los Angeles 
County, CA, 
2005-2007

Two-wave 
survey of parents 
of primarily 
undocumented 
children ages 1-5 
enrolled in Healthy 
Kids insurance (N 
= 975); Response 
Rate = 86%  
(Wave 1) and 77% 
(Wave 2)

D-D; changes over a year for 
children who had been enrolled 
for a year in Wave 1 compared 
to changes for newly enrolled 
children; regression adjustment 
for demographic characteristics, 
income, and medical and dental 
need. Service use refers to previous 
6 months.

New enrollees 
increased from 41.0% 
to 69.1% while 
established remained 
unchanged at 68.7%; 
D-D is significant

New enrollees 
increased from 37.6% 
to 53.8% while 
established enrollees 
remained unchanged 
(46.6-48.2%). D-D is 
significant

N/A Decreased from 
24.5% to 12.8% for 
new enrollees. D-D is 
significant

TABLE D-2  Continued
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Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

       
Has Usual Source of 
Dental Care Any Dental Use Preventive Use Unmet Dental Need

Fox et al. (2003) 
Changes in 
reported health 
status and unmet 
need for children 
enrolling in the 
Kansas children’s 
health insurance 
program

Kansas, 
1999-2000

Two-wave survey 
of parents of 
children enrolled 
in the program in 
its first six months 
and of the same 
parents 1 year 
later; (N = 1,955) 
response rate = 
60% (Wave Two)

Pre-post cohort/longitudinal 
design. Responses for children 
just after enrollment compared to 
responses for same children 1 year 
later. Service use refers to previous 
12 months.

N/A Increased from 48.2% 
to 70.7%

N/A Decreased from 40.1% 
to 11.5%

Howell et al. 
(2008a) 
Final report of 
the evaluation 
of the San 
Mateo County 
Children’s 
Health Initiative

San Mateo 
County, CA, 
2006-2007

One-wave 
survey of parents 
of primarily 
undocumented 
children newly 
enrolled in Healthy 
Kids insurance 
and enrolled for 1 
year; (N = 1,404) 
response rate = 
77%

Newly enrolled children compared 
to children enrolled for 1 year; 
regression adjustment for 
demographic characteristics, 
income, and medical and dental 
need. Service use refers to previous 
6 months.

New: 41.9%; 
Established: 86.6%

New: 26.5%; 
Established: 67.3%

New: 24.9%; 
Established: 65.2%

New: 21.9%; 
Established: 11.2%

Howell et al. 
(2008b) 
The impact of 
the Los Angeles 
Health Kids 
Program on 
access to care, 
use of services, 
and health status 

Los Angeles 
County, CA, 
2005-2007

Two-wave 
survey of parents 
of primarily 
undocumented 
children ages 1-5 
enrolled in Healthy 
Kids insurance (N 
= 975); Response 
Rate = 86%  
(Wave 1) and 77% 
(Wave 2)

D-D; changes over a year for 
children who had been enrolled 
for a year in Wave 1 compared 
to changes for newly enrolled 
children; regression adjustment 
for demographic characteristics, 
income, and medical and dental 
need. Service use refers to previous 
6 months.

New enrollees 
increased from 41.0% 
to 69.1% while 
established remained 
unchanged at 68.7%; 
D-D is significant

New enrollees 
increased from 37.6% 
to 53.8% while 
established enrollees 
remained unchanged 
(46.6-48.2%). D-D is 
significant

N/A Decreased from 
24.5% to 12.8% for 
new enrollees. D-D is 
significant

TABLE D-2  Continued

Continued
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Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

       
Has Usual Source of 
Dental Care Any Dental Use Preventive Use Unmet Dental Need

Kempe et al. 
(2005)  
Changes 
in access, 
utilization, and 
quality of care 
after enrollment 
into a state child 
health insurance 
plan

Colorado, 
1999-2001

Survey of enrollees 
in Colorado’s 
Child Health Plus 
Program; Baseline 
survey during 1999 
and 2000; follow 
up survey 1 year 
later. (N = 480). 
Response rate = 
77% for baseline 
and 68% for 
followup

Pre-post cohort/longitudinal 
design, controlling for race/
ethnicity, age, prior insurance 
status; no separate results reported 
for the kids who had been 
uninsured prior to enrolling in 
SCHIP. Report IR for post- versus 
pre-enrollment.

N/A N/A N/A IR = .59

Kenney (2007) 
The impacts 
of the State 
Children’s 
Health Insurance 
Program on 
children who 
enroll: Findings 
from 10 states

10 states (CA, 
CO, FL, IL, 
LA, MO, NC, 
NJ, NY, TX), 
2002 

One-wave survey 
of parents of 
children newly 
enrolled in SCHIP 
or enrolled for 
1 year; response 
rate = 75-80% 
depending on 
state; N = 16,700; 
data pooled across 
states. Primary 
sample consists of 
5,394 established 
enrollees and 
3,106 recent 
enrollees

Compare pre-SCHIP experiences 
of uninsured children to SCHIP 
experiences of SCHIP enrollees; 
regression adjustment for 
demographic characteristics and 
income; sensitivity analyses to 
examine selection. Service use 
refers to previous 6 months.

31 percentage point 
increase

N/A 25 percentage point 
increase

11 percentage point 
decrease

Kenney et al. 
(2007) 
Medicaid and 
SCHIP coverage: 
Evidence from 
California and 
North Carolina

California 
and North 
Carolina, 2002

Survey of parents 
of Medicaid 
enrollees in 2 
states (N = 1,162; 
830 established 
enrollees and 332 
recent Medicaid 
enrollees). 
Response rate = 
41% for CA and 
60% for NC

Compared pre-Medicaid 
experiences when uninsured to 
Medicaid experiences; regression 
adjustment for demographic 
characteristics, income, health 
status, and parent’s attitudes 
regarding efficacy of medical care. 
Service use refers to previous 6 
months.

22 percentage points 
more likely with 
Medicaid

N/A 16 percentage points 
more likely with 
Medicaid

11 percentage points 
less likely with 
Medicaid

TABLE D-2  Continued
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Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

       
Has Usual Source of 
Dental Care Any Dental Use Preventive Use Unmet Dental Need

Kempe et al. 
(2005)  
Changes 
in access, 
utilization, and 
quality of care 
after enrollment 
into a state child 
health insurance 
plan

Colorado, 
1999-2001

Survey of enrollees 
in Colorado’s 
Child Health Plus 
Program; Baseline 
survey during 1999 
and 2000; follow 
up survey 1 year 
later. (N = 480). 
Response rate = 
77% for baseline 
and 68% for 
followup

Pre-post cohort/longitudinal 
design, controlling for race/
ethnicity, age, prior insurance 
status; no separate results reported 
for the kids who had been 
uninsured prior to enrolling in 
SCHIP. Report IR for post- versus 
pre-enrollment.

N/A N/A N/A IR = .59

Kenney (2007) 
The impacts 
of the State 
Children’s 
Health Insurance 
Program on 
children who 
enroll: Findings 
from 10 states

10 states (CA, 
CO, FL, IL, 
LA, MO, NC, 
NJ, NY, TX), 
2002 

One-wave survey 
of parents of 
children newly 
enrolled in SCHIP 
or enrolled for 
1 year; response 
rate = 75-80% 
depending on 
state; N = 16,700; 
data pooled across 
states. Primary 
sample consists of 
5,394 established 
enrollees and 
3,106 recent 
enrollees

Compare pre-SCHIP experiences 
of uninsured children to SCHIP 
experiences of SCHIP enrollees; 
regression adjustment for 
demographic characteristics and 
income; sensitivity analyses to 
examine selection. Service use 
refers to previous 6 months.

31 percentage point 
increase

N/A 25 percentage point 
increase

11 percentage point 
decrease

Kenney et al. 
(2007) 
Medicaid and 
SCHIP coverage: 
Evidence from 
California and 
North Carolina

California 
and North 
Carolina, 2002

Survey of parents 
of Medicaid 
enrollees in 2 
states (N = 1,162; 
830 established 
enrollees and 332 
recent Medicaid 
enrollees). 
Response rate = 
41% for CA and 
60% for NC

Compared pre-Medicaid 
experiences when uninsured to 
Medicaid experiences; regression 
adjustment for demographic 
characteristics, income, health 
status, and parent’s attitudes 
regarding efficacy of medical care. 
Service use refers to previous 6 
months.

22 percentage points 
more likely with 
Medicaid

N/A 16 percentage points 
more likely with 
Medicaid

11 percentage points 
less likely with 
Medicaid

TABLE D-2  Continued

Continued
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Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

       
Has Usual Source of 
Dental Care Any Dental Use Preventive Use Unmet Dental Need

Lave et al. 
(2002) 
The impact of 
dental benefits 
on the utilization 
of dental services 
by low-income 
children 
in western 
Pennsylvania

Western 
Pennsylvania, 
1995-1996

Three wave 
telephone survey 
with families of 
newly enrolled 
children in Pa. 
CHIP (a precursor 
to SCHIP); 
response rate = 
88% (Wave 1), 
84% (combined 
Waves 2 and 3);  
N = 750

Pre-post cohort/longitudinal 
design, with separate sample 
comparison group. Outcomes 
for newly enrolled children were 
compared to outcomes for the 
same children 6 months and 1 
year later and to separate sample. 
Service use refers to previous 6 
months.

Increased from  
60% at enrollment  
to 85% at  
12 months

Increased from  
40% at enrollment  
to 60% at 6 months  
to 65% at  
12 months

Increased from  
34% at enrollment  
to 56% at 6 months  
to 62% at 12  
months

Decreased from 43% 
at enrollment to 15% 
at 6 months to 10% 
at 12 months (includes 
unmet or delayed 
need)

Lewis et al. 
(2007) 
Preventive 
dental care for 
children in the 
United States: 
A national 
perspective

United States, 
2003-2004

NSCH (N = 
102,353)

Children without any dental 
insurance compared to children 
with insurance; regression 
adjustment controlled for 
differences in demographic 
characteristics, having a personal 
doctor, and income. Service use 
refers to previous 12 months.

N/A N/A Insured: 77.2%; 
Uninsured: 57.0% 
(Adjusted odds ratio 
for uninsured: 0.41)

N/A

McBroome et al. 
(2005) 
Impact of the 
Iowa S-SCHIP 
program on 
access to 
dental care for 
adolescents

Iowa, 
2000-2001

Two-wave mail 
survey with 
telephone followup 
for parents of 
newly enrolled 
school-aged 
children in SCHIP; 
(N = 1,399) overall 
response rate = 
39% 

Pre-post cohort/longitudinal 
design. Outcomes for newly 
enrolled children were compared 
to outcomes for the same children 
1 year later.

Increased from 81% 
to 88%

N/A N/A Decreased from 23% 
to 9%

TABLE D-2  Continued
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Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

       
Has Usual Source of 
Dental Care Any Dental Use Preventive Use Unmet Dental Need

Lave et al. 
(2002) 
The impact of 
dental benefits 
on the utilization 
of dental services 
by low-income 
children 
in western 
Pennsylvania

Western 
Pennsylvania, 
1995-1996

Three wave 
telephone survey 
with families of 
newly enrolled 
children in Pa. 
CHIP (a precursor 
to SCHIP); 
response rate = 
88% (Wave 1), 
84% (combined 
Waves 2 and 3);  
N = 750

Pre-post cohort/longitudinal 
design, with separate sample 
comparison group. Outcomes 
for newly enrolled children were 
compared to outcomes for the 
same children 6 months and 1 
year later and to separate sample. 
Service use refers to previous 6 
months.

Increased from  
60% at enrollment  
to 85% at  
12 months

Increased from  
40% at enrollment  
to 60% at 6 months  
to 65% at  
12 months

Increased from  
34% at enrollment  
to 56% at 6 months  
to 62% at 12  
months

Decreased from 43% 
at enrollment to 15% 
at 6 months to 10% 
at 12 months (includes 
unmet or delayed 
need)

Lewis et al. 
(2007) 
Preventive 
dental care for 
children in the 
United States: 
A national 
perspective

United States, 
2003-2004

NSCH (N = 
102,353)

Children without any dental 
insurance compared to children 
with insurance; regression 
adjustment controlled for 
differences in demographic 
characteristics, having a personal 
doctor, and income. Service use 
refers to previous 12 months.

N/A N/A Insured: 77.2%; 
Uninsured: 57.0% 
(Adjusted odds ratio 
for uninsured: 0.41)

N/A

McBroome et al. 
(2005) 
Impact of the 
Iowa S-SCHIP 
program on 
access to 
dental care for 
adolescents

Iowa, 
2000-2001

Two-wave mail 
survey with 
telephone followup 
for parents of 
newly enrolled 
school-aged 
children in SCHIP; 
(N = 1,399) overall 
response rate = 
39% 

Pre-post cohort/longitudinal 
design. Outcomes for newly 
enrolled children were compared 
to outcomes for the same children 
1 year later.

Increased from 81% 
to 88%

N/A N/A Decreased from 23% 
to 9%

TABLE D-2  Continued

Continued
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Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

       
Has Usual Source of 
Dental Care Any Dental Use Preventive Use Unmet Dental Need

Mofidi et al. 
(2002) 
The impact of a 
state children’s 
health insurance 
program on 
access to dental 
care

North 
Carolina, 
1999-2000

Two-wave mail 
survey with 
telephone followup 
for parents of 
newly enrolled 
school aged 
children in NC 
Health Choice 
(SCHIP);  
(N = 639) response 
rate = 75% at 
baseline and 
74% of those at 
followup 

Pre-post cohort/longitudinal 
design. Outcomes for newly 
enrolled children compared to 
outcomes for the same children 
1 year later. Service use refers to 
previous 12 months.

Increased from 77% 
to 90%

Increased from 48% 
to 65%.

N/A Decreased from 43% 
to 18%

Selden and 
Hudson (2006) 
Access to care 
and utilization 
among children: 
Estimating the 
effects of public 
and private 
coverage

United States, 
1996-2002

MEPS 
supplemented 
with state-level 
Medicaid/SCHIP 
eligibility and 
private premiums 
information; N = 
49,003

Children uninsured for full year 
compared to children with private 
coverage only and to children with 
any public coverage. Two-stage 
least squares with Instrumental 
Variables used to address selection 
bias (estimates reported here 
are from the model using family 
instruments). Found that OLS 
estimates understate positive effects 
of coverage. Service use refers to 
previous 12 months.

N/A 19.1 (public) and 22.6 
(private) percentage 
points more likely than 
uninsured

N/A N/A

Szilagyi et al. 
(2004) 
Improved access 
and quality 
of care after 
enrollment in 
the New York 
State children’s 
health insurance 
program

New York 
State, 
2001-2002

Two-wave 
telephone survey 
of parents of 
children enrolled 
in Child Health 
Plus (SCHIP) for 
4-6 months and 
about 1 year after 
enrollment; N = 
2,290; response 
rate = 87% for 
followup

Outcomes for newly enrolled 
children compared to outcomes 
for the same children 1 year later. 
Pre period includes insured and 
uninsured kids, but 80 percent 
uninsured for part of the year. 
Service use refers to previous 12 
months.

N/A (NS) N/A 6.7 percentage point 
decline 

TABLE D-2  Continued
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Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

       
Has Usual Source of 
Dental Care Any Dental Use Preventive Use Unmet Dental Need

Mofidi et al. 
(2002) 
The impact of a 
state children’s 
health insurance 
program on 
access to dental 
care

North 
Carolina, 
1999-2000

Two-wave mail 
survey with 
telephone followup 
for parents of 
newly enrolled 
school aged 
children in NC 
Health Choice 
(SCHIP);  
(N = 639) response 
rate = 75% at 
baseline and 
74% of those at 
followup 

Pre-post cohort/longitudinal 
design. Outcomes for newly 
enrolled children compared to 
outcomes for the same children 
1 year later. Service use refers to 
previous 12 months.

Increased from 77% 
to 90%

Increased from 48% 
to 65%.

N/A Decreased from 43% 
to 18%

Selden and 
Hudson (2006) 
Access to care 
and utilization 
among children: 
Estimating the 
effects of public 
and private 
coverage

United States, 
1996-2002

MEPS 
supplemented 
with state-level 
Medicaid/SCHIP 
eligibility and 
private premiums 
information; N = 
49,003

Children uninsured for full year 
compared to children with private 
coverage only and to children with 
any public coverage. Two-stage 
least squares with Instrumental 
Variables used to address selection 
bias (estimates reported here 
are from the model using family 
instruments). Found that OLS 
estimates understate positive effects 
of coverage. Service use refers to 
previous 12 months.

N/A 19.1 (public) and 22.6 
(private) percentage 
points more likely than 
uninsured

N/A N/A

Szilagyi et al. 
(2004) 
Improved access 
and quality 
of care after 
enrollment in 
the New York 
State children’s 
health insurance 
program

New York 
State, 
2001-2002

Two-wave 
telephone survey 
of parents of 
children enrolled 
in Child Health 
Plus (SCHIP) for 
4-6 months and 
about 1 year after 
enrollment; N = 
2,290; response 
rate = 87% for 
followup

Outcomes for newly enrolled 
children compared to outcomes 
for the same children 1 year later. 
Pre period includes insured and 
uninsured kids, but 80 percent 
uninsured for part of the year. 
Service use refers to previous 12 
months.

N/A (NS) N/A 6.7 percentage point 
decline 

TABLE D-2  Continued

Continued
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TABLE D-2  Continued

Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

       
Has Usual Source of 
Dental Care Any Dental Use Preventive Use Unmet Dental Need

Trenholm et al. 
(2005) 
The Santa Clara 
County Healthy 
Kids Program: 
Impacts on 
children’s 
medical, dental, 
and vision care

Santa Clara 
County, CA, 
2003-2004

Survey of parents 
of undocumented 
children enrolled 
in Healthy Kids 
insurance; (N = 
1,235) response 
rate = 89% 

Newly enrolled children compared 
to children enrolled for 1 year 
(“established”); 63% of new 
enrollees were uninsured for all 
6 months prior to enrollment; 
regression adjustment for 
demographic characteristics, 
income, and medical and dental 
need. Service use refers to previous 
6 months.

New: 30%; 
Established: 81%

N/A New: 22%; 
Established: 61% 

New: 21%; 
Established: 9% 

Wang et al. 
(2007) 
Effects of the 
State Children’s 
Health Insurance 
Program on 
access to dental 
care and use of 
dental services

United States, 
1997-2002

NHIS (N = 
21,295) SCHIP-
eligible children 
ages 2-17

Children in states with 
implemented SCHIP programs 
compared to children in states 
without programs; regression 
adjustment controlled for 
differences in demographic 
characteristics and income; two-
staged least squares controlled for 
selection. 

N/A Publicly insured low-
income children 16.6 
percentage points 
more likely than 
uninsured to have visit 
within 6 months and 
22.6 percentage points 
more likely within 12 
months

N/A Publicly insured low-
income children 7.9 
percentage points less 
likely than uninsured

NOTE: Changes are statistically significant unless otherwise noted as “not significant” (“NS”). 
N/A indicates the study did not examine that outcome. MEPS = Medical Expenditure Panel 
Survey; NHIS = National Health Interview Survey; NSCH = National Survey of Children’s 
Health; SCHIP = State Children’s Health Insurance Program.
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TABLE D-2  Continued

Citation

Location and 
Time Period of 
Analysis Data Sources Methodology Findings

       
Has Usual Source of 
Dental Care Any Dental Use Preventive Use Unmet Dental Need

Trenholm et al. 
(2005) 
The Santa Clara 
County Healthy 
Kids Program: 
Impacts on 
children’s 
medical, dental, 
and vision care

Santa Clara 
County, CA, 
2003-2004

Survey of parents 
of undocumented 
children enrolled 
in Healthy Kids 
insurance; (N = 
1,235) response 
rate = 89% 

Newly enrolled children compared 
to children enrolled for 1 year 
(“established”); 63% of new 
enrollees were uninsured for all 
6 months prior to enrollment; 
regression adjustment for 
demographic characteristics, 
income, and medical and dental 
need. Service use refers to previous 
6 months.

New: 30%; 
Established: 81%

N/A New: 22%; 
Established: 61% 

New: 21%; 
Established: 9% 

Wang et al. 
(2007) 
Effects of the 
State Children’s 
Health Insurance 
Program on 
access to dental 
care and use of 
dental services

United States, 
1997-2002

NHIS (N = 
21,295) SCHIP-
eligible children 
ages 2-17

Children in states with 
implemented SCHIP programs 
compared to children in states 
without programs; regression 
adjustment controlled for 
differences in demographic 
characteristics and income; two-
staged least squares controlled for 
selection. 

N/A Publicly insured low-
income children 16.6 
percentage points 
more likely than 
uninsured to have visit 
within 6 months and 
22.6 percentage points 
more likely within 12 
months

N/A Publicly insured low-
income children 7.9 
percentage points less 
likely than uninsured

NOTE: Changes are statistically significant unless otherwise noted as “not significant” (“NS”). 
N/A indicates the study did not examine that outcome. MEPS = Medical Expenditure Panel 
Survey; NHIS = National Health Interview Survey; NSCH = National Survey of Children’s 
Health; SCHIP = State Children’s Health Insurance Program.



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

174	 AMERICA’S UNINSURED CRISIS

TABLE D-3 Immunizations: Impacts of Health Insurance on  
Children’s Immunizations

Citation
Place and Time Period of 
Findings Data Sources Methodology Findings

Allred et al. (2007) 
The association of health 
insurance and continuous 
primary care in the medical 
home on vaccination coverage 
for 19- to 35-month-old 
children

United States, 2003 NSCH linked to National 
Immunization Survey (N = 
5,400)

Uninsured children ages 19-35 months 
compared to continuously insured 
privately insured children; regression 
adjustment controlled for continuous 
primary care, demographic characteristics 
and WIC status.

Uninsured children significantly less 
likely to be up to date on 4:3:1:3:3 series 
immunizations (Odds ratio: .45 [unadjusted] 
and .38 [adjusted, marginally significant] for 
children continuously uninsured during past 
year). 

Dombkowski et al. (2004a) 
Role of health insurance  
and a usual source of medical 
care in age-appropriate 
vaccination

United States, 1993-1996 NHIS, immunization and 
health insurance supplements

Simulations of percentage of children 
with age-appropriate DTP4, Polio3, and 
MMR1 vaccinations based on whether the 
child had health insurance and/or a usual 
source of care.

Having health insurance and having a usual 
source of care were both very important for 
DTP4 and Polio3, but health insurance was 
much more important for having an age-
appropriate single MMR1 vaccination.

Dombkowski et al. (2004b) 
Risk factors for delay in age-
appropriate vaccination

United States, 1992-1996 NHIS, immunization 
supplement

Uninsured children ages 25-72 months 
compared to insured children; multivariate 
regression adjustment for demographic 
characteristics and urbanicity.

Insured children less likely to experience a 7 
or more months delay in being up to date on 
4:3:1 series immunizations (odds ratio: .50).

Henderson et al. (2006) 
Immunization initiation 
among infants in the Oregon 
Health Plan

Oregon, 2000-2001 Infant Oregon Health Plan 
records linked to Alert 
Immunization Registry (N = 
39,708; 81% match between 
two sources)

Children enrolled in the first month of 
life compared to children enrolled later in 
first year.

Infants enrolled in first month were 
significantly more likely to start any 
immunizations within first 3 months (odds 
ratio: 2.1).

Joyce and Racine (2005) 
CHIP shots: Association 
between the State Children’s 
Health Insurance Programs 
and immunization rates

United States, 1995-2002 National Immunization 
Survey; Between 73% and 
82% have complete vaccine 
data (N = 264,214)

Changes in the proportion of poor and 
near-poor children ages 19-35 months that 
is up-to-date for the 4:3:1 and 4:3:1:3:3 
series compared to changes for nonpoor 
children following SCHIP implementation. 
Regression analysis controls for 
demographic and area characteristics, 
timing of SCHIP implementation and 
income.

The probability that poor or near-poor 
children are up-to-date for 4:3:1:3:3 series 
increased by 10.9 and 12.1 percentage 
points, respectively, during the SCHIP 
implementation period, but there were 
similar increases for nonpoor children. For 
the varicella vaccine, however, increases for 
poor and near-poor children were 12.3 and 
8.0 percentage points more than for nonpoor 
children, respectively. Increases were greatest 
in areas with more uninsured children.

Santoli et al. (2004) 
Insurance status and 
vaccination coverage among 
US preschool children

United States, 2000 Linked National Immunization 
Survey and National Survey of 
Early Childhood Health  
(N = 735)

Uninsured children ages 19-35 months 
compared to insured children; multivariate 
regression adjustment for demographic 
characteristics, income, WIC participation, 
and site of well-child care.

While uninsured children had a lower rate 
of coverage for the 4:3:1:3:3 series, the 
difference from privately insured children 
was not statistically significant (odds ratio = 
.5) while Medicaid children had significantly 
lower rates than privately insured children 
(odds ratio = .3).



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

APPENDIX D	 175

TABLE D-3 Immunizations: Impacts of Health Insurance on  
Children’s Immunizations

Citation
Place and Time Period of 
Findings Data Sources Methodology Findings

Allred et al. (2007) 
The association of health 
insurance and continuous 
primary care in the medical 
home on vaccination coverage 
for 19- to 35-month-old 
children

United States, 2003 NSCH linked to National 
Immunization Survey (N = 
5,400)

Uninsured children ages 19-35 months 
compared to continuously insured 
privately insured children; regression 
adjustment controlled for continuous 
primary care, demographic characteristics 
and WIC status.

Uninsured children significantly less 
likely to be up to date on 4:3:1:3:3 series 
immunizations (Odds ratio: .45 [unadjusted] 
and .38 [adjusted, marginally significant] for 
children continuously uninsured during past 
year). 

Dombkowski et al. (2004a) 
Role of health insurance  
and a usual source of medical 
care in age-appropriate 
vaccination

United States, 1993-1996 NHIS, immunization and 
health insurance supplements

Simulations of percentage of children 
with age-appropriate DTP4, Polio3, and 
MMR1 vaccinations based on whether the 
child had health insurance and/or a usual 
source of care.

Having health insurance and having a usual 
source of care were both very important for 
DTP4 and Polio3, but health insurance was 
much more important for having an age-
appropriate single MMR1 vaccination.

Dombkowski et al. (2004b) 
Risk factors for delay in age-
appropriate vaccination

United States, 1992-1996 NHIS, immunization 
supplement

Uninsured children ages 25-72 months 
compared to insured children; multivariate 
regression adjustment for demographic 
characteristics and urbanicity.

Insured children less likely to experience a 7 
or more months delay in being up to date on 
4:3:1 series immunizations (odds ratio: .50).

Henderson et al. (2006) 
Immunization initiation 
among infants in the Oregon 
Health Plan

Oregon, 2000-2001 Infant Oregon Health Plan 
records linked to Alert 
Immunization Registry (N = 
39,708; 81% match between 
two sources)

Children enrolled in the first month of 
life compared to children enrolled later in 
first year.

Infants enrolled in first month were 
significantly more likely to start any 
immunizations within first 3 months (odds 
ratio: 2.1).

Joyce and Racine (2005) 
CHIP shots: Association 
between the State Children’s 
Health Insurance Programs 
and immunization rates

United States, 1995-2002 National Immunization 
Survey; Between 73% and 
82% have complete vaccine 
data (N = 264,214)

Changes in the proportion of poor and 
near-poor children ages 19-35 months that 
is up-to-date for the 4:3:1 and 4:3:1:3:3 
series compared to changes for nonpoor 
children following SCHIP implementation. 
Regression analysis controls for 
demographic and area characteristics, 
timing of SCHIP implementation and 
income.

The probability that poor or near-poor 
children are up-to-date for 4:3:1:3:3 series 
increased by 10.9 and 12.1 percentage 
points, respectively, during the SCHIP 
implementation period, but there were 
similar increases for nonpoor children. For 
the varicella vaccine, however, increases for 
poor and near-poor children were 12.3 and 
8.0 percentage points more than for nonpoor 
children, respectively. Increases were greatest 
in areas with more uninsured children.

Santoli et al. (2004) 
Insurance status and 
vaccination coverage among 
US preschool children

United States, 2000 Linked National Immunization 
Survey and National Survey of 
Early Childhood Health  
(N = 735)

Uninsured children ages 19-35 months 
compared to insured children; multivariate 
regression adjustment for demographic 
characteristics, income, WIC participation, 
and site of well-child care.

While uninsured children had a lower rate 
of coverage for the 4:3:1:3:3 series, the 
difference from privately insured children 
was not statistically significant (odds ratio = 
.5) while Medicaid children had significantly 
lower rates than privately insured children 
(odds ratio = .3).

Continued
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Citation
Place and Time Period of 
Findings Data Sources Methodology Findings

Zhao et al. (2004) Impact 
of health insurance status 
on vaccination coverage in 
children 19-35 months old, 
United States, 1993-1996

United States, 1993-1996 NHIS, immunization and 
health insurance supplements 
(N = 7,535)

Uninsured children ages 19-35 months 
compared to insured children; multivariate 
regression adjustment for demographic 
characteristics.

Uninsured children significantly less likely 
than insured children to be up-to-date on 
4:3:1:3 series immunizations (odds ratio: .76).

NOTE: Changes are statistically significant unless otherwise noted as “not significant” (“NS”). 
N/A indicates the study did not examine that outcome. MEPS = Medical Expenditure Panel 
Survey; NHIS = National Health Interview Survey; NSCH = National Survey of Children’s 
Health; SCHIP = State Children’s Health Insurance Program.

TABLE D-3  Continued
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Citation
Place and Time Period of 
Findings Data Sources Methodology Findings

Zhao et al. (2004) Impact 
of health insurance status 
on vaccination coverage in 
children 19-35 months old, 
United States, 1993-1996

United States, 1993-1996 NHIS, immunization and 
health insurance supplements 
(N = 7,535)

Uninsured children ages 19-35 months 
compared to insured children; multivariate 
regression adjustment for demographic 
characteristics.

Uninsured children significantly less likely 
than insured children to be up-to-date on 
4:3:1:3 series immunizations (odds ratio: .76).

NOTE: Changes are statistically significant unless otherwise noted as “not significant” (“NS”). 
N/A indicates the study did not examine that outcome. MEPS = Medical Expenditure Panel 
Survey; NHIS = National Health Interview Survey; NSCH = National Survey of Children’s 
Health; SCHIP = State Children’s Health Insurance Program.

TABLE D-3  Continued
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TABLE D-4  Impacts of Health Insurance on Special Populations  
of Children

Citation
Place and Time Period of 
Findings Data Sources Methodology Findings

Adolescents        

Dick et al. (2004) 
SCHIP’s impact 
in three states: 
How do the most 
vulnerable children 
fare?

Kansas, Florida, and New 
York. Baseline between June 
2000 and March 2001; 
followup interviews conducted 
1 year later

Surveys of enrollees in state 
children’s health insurance 
programs; adolescents in FL  
(N = 796) and NY (N = 710) only

Pre-post cohort/longitudinal design. 
Included children who had disenrolled 
from SCHIP. Provide separate estimates 
for children who were previously 
uninsured. 

Usual source of care: increased from 81% 
to 89% in FL and 71% to 95% in NY; any 
preventive use increased from 72% to 79% 
in FL and 60% to 73% in NY; unmet need 
decreased from 28% to 21% in FL and 38% 
to 22% in NY following enrollment in public 
health insurance.

Kenney (2007) 
(Appendix Table) 
The impacts of the 
State Children’s 
Health Insurance 
Program on 
children who 
enroll: Findings 
from 10 states

10 states (CA, CO, FL, IL, 
LA, MO, NC, NJ, NY, TX), 
2002 

One-wave survey of parents of 
children newly enrolled in SCHIP 
or enrolled for 1 year; response rate 
= 75-80% depending on state; N = 
16,700; data pooled across states. 
Adolescents aged 13-18: N = 1,769

Compare pre-SCHIP experiences 
of uninsured adolescents to SCHIP 
experiences of SCHIP enrollees; 
regression adjustment for demographic 
characteristics and income; sensitivity 
analyses to examine selection. Service use 
refers to previous 6 months.

Found statistically significant increases in 
the likelihood of having a usual source of 
care, an ambulatory care visit, a preventive 
visit, a dental visit, and a specialist visit 
for adolescents after enrolling in SCHIP. In 
addition, adolescents were significantly less 
likely to experience unmet health needs for 
medical, specialist, hospital, dental, and any 
type of care after enrolling in SCHIP and were 
more likely than other age groups to gain a 
usual source of care following enrollment in 
SCHIP.

Klein et al. (2007) 
Impact of the State 
Children’s Health 
Insurance Program 
on adolescents in 
New York

New York State, 2001-2002 Two-wave telephone survey of 
newly enrolled adolescents (ages 12-
18) in Child Health Plus (SCHIP) 
(N = 970)

Pre-post cohort/longitudinal design. 
Responses for the newly enrolled 
adolescents compared to responses for the 
same youth 1 year later.

Significant increases in the proportion with 
a usual source of care, significant reductions 
in unmet need, and significantly more 
adolescents reported being able to speak 
privately with their provider. However, there 
was no reduction in unmet need for mental 
health or reproductive health care. 

Probst et al. (2005) 
Update: Health 
insurance and 
utilization of 
care among rural 
adolescents

United States, 1999-2000 NHIS (N = 8,503 adolescents) Uninsured adolescents (ages 12-17) 
compared to privately insured adolescents; 
regression adjustment for demographic 
characteristics and income.

Uninsured adolescents significantly less likely 
to have a usual source of care (odds ratio = 
.18); a medical visit in the past year (odds 
ratio = .40); or a preventive visit in past year 
(odds ratio = .42).
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TABLE D-4  Impacts of Health Insurance on Special Populations  
of Children

Citation
Place and Time Period of 
Findings Data Sources Methodology Findings

Adolescents        

Dick et al. (2004) 
SCHIP’s impact 
in three states: 
How do the most 
vulnerable children 
fare?

Kansas, Florida, and New 
York. Baseline between June 
2000 and March 2001; 
followup interviews conducted 
1 year later

Surveys of enrollees in state 
children’s health insurance 
programs; adolescents in FL  
(N = 796) and NY (N = 710) only

Pre-post cohort/longitudinal design. 
Included children who had disenrolled 
from SCHIP. Provide separate estimates 
for children who were previously 
uninsured. 

Usual source of care: increased from 81% 
to 89% in FL and 71% to 95% in NY; any 
preventive use increased from 72% to 79% 
in FL and 60% to 73% in NY; unmet need 
decreased from 28% to 21% in FL and 38% 
to 22% in NY following enrollment in public 
health insurance.

Kenney (2007) 
(Appendix Table) 
The impacts of the 
State Children’s 
Health Insurance 
Program on 
children who 
enroll: Findings 
from 10 states

10 states (CA, CO, FL, IL, 
LA, MO, NC, NJ, NY, TX), 
2002 

One-wave survey of parents of 
children newly enrolled in SCHIP 
or enrolled for 1 year; response rate 
= 75-80% depending on state; N = 
16,700; data pooled across states. 
Adolescents aged 13-18: N = 1,769

Compare pre-SCHIP experiences 
of uninsured adolescents to SCHIP 
experiences of SCHIP enrollees; 
regression adjustment for demographic 
characteristics and income; sensitivity 
analyses to examine selection. Service use 
refers to previous 6 months.

Found statistically significant increases in 
the likelihood of having a usual source of 
care, an ambulatory care visit, a preventive 
visit, a dental visit, and a specialist visit 
for adolescents after enrolling in SCHIP. In 
addition, adolescents were significantly less 
likely to experience unmet health needs for 
medical, specialist, hospital, dental, and any 
type of care after enrolling in SCHIP and were 
more likely than other age groups to gain a 
usual source of care following enrollment in 
SCHIP.

Klein et al. (2007) 
Impact of the State 
Children’s Health 
Insurance Program 
on adolescents in 
New York

New York State, 2001-2002 Two-wave telephone survey of 
newly enrolled adolescents (ages 12-
18) in Child Health Plus (SCHIP) 
(N = 970)

Pre-post cohort/longitudinal design. 
Responses for the newly enrolled 
adolescents compared to responses for the 
same youth 1 year later.

Significant increases in the proportion with 
a usual source of care, significant reductions 
in unmet need, and significantly more 
adolescents reported being able to speak 
privately with their provider. However, there 
was no reduction in unmet need for mental 
health or reproductive health care. 

Probst et al. (2005) 
Update: Health 
insurance and 
utilization of 
care among rural 
adolescents

United States, 1999-2000 NHIS (N = 8,503 adolescents) Uninsured adolescents (ages 12-17) 
compared to privately insured adolescents; 
regression adjustment for demographic 
characteristics and income.

Uninsured adolescents significantly less likely 
to have a usual source of care (odds ratio = 
.18); a medical visit in the past year (odds 
ratio = .40); or a preventive visit in past year 
(odds ratio = .42).

Continued
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Citation
Place and Time Period of 
Findings Data Sources Methodology Findings

Slifkin et al. (2002) 
Effect of the North 
Carolina State 
Children’s Health 
Insurance Program 
on beneficiary 
access to care

North Carolina, summer 1999 
for baseline and summer 2000 
for followup

Survey of children enrolled in NC 
Health Choice; (N = 987) response 
rate = 75% for baseline and 74% 
for followup

Pre-post longitudinal/cohort study; also 
analyzed a fresh sample of new enrollees 
at followup to assess possible secular 
trends; pre period includes insured 
and uninsured kids and the uninsured 
sample is quite small (N = 32). 87% of 
adolescents had previously been enrolled 
in Medicaid at some time in their life. 
Service use refers to previous 12 months.

Among those uninsured at the time of 
enrollment, usual source of care increased 
from 59 to 93%; checkup in last year 
increased from 25 to 54%; unmet medical 
need decreased from 51 to 2%.

Children with Asthma      

Halterman et al. 
(2008) 
The impact of 
health insurance 
gaps on access 
to care among 
children with 
asthma in the 
United States

United States, 2003-2004 NSCH (N = 8,097) Children uninsured in the past year 
or intermittently insured (gained 
or lost insurance) compared to 
continuously privately insured children; 
regression adjustment for demographic 
characteristics, income, and severity of 
condition.

All three groups of uninsured children with 
asthma significantly more likely to have 
unmet medical and medication need, to lack 
a personal doctor, and to have no preventive 
care from a personal doctor. 

Szilagyi et al. 
(2006) 
Improved 
asthma care after 
enrollment in the 
state children’s 
health insurance 
program in New 
York

New York State, 2001-2002 Two-wave telephone survey of 
parents of children with asthma 
in Child Health Plus—SCHIP 
(N = 334 at baseline and 364 at 
followup)

Responses for parents of newly enrolled 
children compared to responses for the 
same parents 1 year later.

After 1 year of enrollment, parents report 
significantly fewer problems getting help and 
advice from a usual source of care for their 
child’s asthma and greater continuity of care. 
They rated the quality of care significantly 
higher than before enrollment.

Wood et al. (2002) 
Relationships 
between welfare 
status, health 
insurance status, 
and health and 
medical care 
among children 
with asthma

San Antonio, TX, 2001 Parents of children ages 2-12 with 
asthma were interviewed in person 
(N = 386)

Uninsured compared to privately insured 
adolescents; regression adjustment 
for demographic characteristics and 
experience with welfare system (no 
income adjustment).

There was no significant difference in asthma 
symptom score between privately insured and 
uninsured children with asthma, yet uninsured 
children had significantly fewer asthma care 
visits in the past year.

TABLE D-4  Continued
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Citation
Place and Time Period of 
Findings Data Sources Methodology Findings

Slifkin et al. (2002) 
Effect of the North 
Carolina State 
Children’s Health 
Insurance Program 
on beneficiary 
access to care

North Carolina, summer 1999 
for baseline and summer 2000 
for followup

Survey of children enrolled in NC 
Health Choice; (N = 987) response 
rate = 75% for baseline and 74% 
for followup

Pre-post longitudinal/cohort study; also 
analyzed a fresh sample of new enrollees 
at followup to assess possible secular 
trends; pre period includes insured 
and uninsured kids and the uninsured 
sample is quite small (N = 32). 87% of 
adolescents had previously been enrolled 
in Medicaid at some time in their life. 
Service use refers to previous 12 months.

Among those uninsured at the time of 
enrollment, usual source of care increased 
from 59 to 93%; checkup in last year 
increased from 25 to 54%; unmet medical 
need decreased from 51 to 2%.

Children with Asthma      

Halterman et al. 
(2008) 
The impact of 
health insurance 
gaps on access 
to care among 
children with 
asthma in the 
United States

United States, 2003-2004 NSCH (N = 8,097) Children uninsured in the past year 
or intermittently insured (gained 
or lost insurance) compared to 
continuously privately insured children; 
regression adjustment for demographic 
characteristics, income, and severity of 
condition.

All three groups of uninsured children with 
asthma significantly more likely to have 
unmet medical and medication need, to lack 
a personal doctor, and to have no preventive 
care from a personal doctor. 

Szilagyi et al. 
(2006) 
Improved 
asthma care after 
enrollment in the 
state children’s 
health insurance 
program in New 
York

New York State, 2001-2002 Two-wave telephone survey of 
parents of children with asthma 
in Child Health Plus—SCHIP 
(N = 334 at baseline and 364 at 
followup)

Responses for parents of newly enrolled 
children compared to responses for the 
same parents 1 year later.

After 1 year of enrollment, parents report 
significantly fewer problems getting help and 
advice from a usual source of care for their 
child’s asthma and greater continuity of care. 
They rated the quality of care significantly 
higher than before enrollment.

Wood et al. (2002) 
Relationships 
between welfare 
status, health 
insurance status, 
and health and 
medical care 
among children 
with asthma

San Antonio, TX, 2001 Parents of children ages 2-12 with 
asthma were interviewed in person 
(N = 386)

Uninsured compared to privately insured 
adolescents; regression adjustment 
for demographic characteristics and 
experience with welfare system (no 
income adjustment).

There was no significant difference in asthma 
symptom score between privately insured and 
uninsured children with asthma, yet uninsured 
children had significantly fewer asthma care 
visits in the past year.

TABLE D-4  Continued

Continued



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

182	 AMERICA’S UNINSURED CRISIS

Citation
Place and Time Period of 
Findings Data Sources Methodology Findings

Children with Other Special Health Care Needs

Busch and Horwitz 
(2004) 
Access to mental 
health services: Are 
uninsured children 
falling behind?

United States, 1997 and 1999 NSAF (N = 37,012) Uninsured children compared to privately 
insured children; regression adjustment 
for demographic characteristics, income, 
and mental health need.

In 1997, there were no significant differences 
between the two groups in the probability of 
a mental health visit, but by 1999 uninsured 
children were less likely to have a visit.

Davidoff et al. 
(2005) 
Effects of the state 
children’s health 
insurance program 
expansions on 
children with 
chronic health 
conditions

United States, 1997, 2000, 
2001

NHIS core data source 
supplemented with state data on 
policy changes, local data on private 
premiums, etc. 

D-D approach: two treatment groups—
children in the income group made newly 
eligible under SCHIP and children already 
eligible for Medicaid under the poverty-
related expansions; comparison group: 
children with incomes slightly above the 
SCHIP eligibility thresholds; wide-ranging 
control variables to address possible 
confounding changes occurring over the 
same period. Service use refers to previous 
12 months. Sample is restricted to 
children with chronic health conditions.

Reduction in unmet need 8.6 percentage 
points greater among children with chronic 
conditions eligible for SCHIP than among 
those just above the SCHIP income level. 
Reduction in unmet need greater among 
children with chronic conditions than without 
chronic conditions. No significant impacts on 
use of services or out-of-pocket expenses.

Dick et al. (2004) 
SCHIP’s impact 
in three states: 
How do the most 
vulnerable children 
fare?

Kansas, Florida, and New 
York. Baseline surveys 
between June 2000 and 
March 2001; followup 
interviews conducted 1 year 
later

Surveys of enrollees in state 
children’s health insurance 
programs; adolescents only in FL. 
KS: N = 434, response rate = 35% 
FL: N = 944, response rate = 30% 
NY: N = 2,290, response rate = 
55% 

Pre-post cohort/longitudinal design. 
Included children who had disenrolled 
from SCHIP. 

There were fewer significant changes among 
CSHCN than among other children, and 
results were inconsistent across states; levels 
of effects were similar between the CSHCN 
and other children.

Jeffrey and 
Newacheck (2006) 
Role of insurance 
for children with 
special health care 
needs: A synthesis 
of the evidence

United States, 1990s and early 
2000s

Multiple sources Comprehensive literature review of 35 
studies addressing insurance effects 
for CSHCN in published articles from 
1995-2005.

Results consistently show uninsured CSHCN 
to have poorer access to care across multiple 
measures and much higher out-of-pocket costs 
when adjusted for family income.
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Citation
Place and Time Period of 
Findings Data Sources Methodology Findings

Children with Other Special Health Care Needs

Busch and Horwitz 
(2004) 
Access to mental 
health services: Are 
uninsured children 
falling behind?

United States, 1997 and 1999 NSAF (N = 37,012) Uninsured children compared to privately 
insured children; regression adjustment 
for demographic characteristics, income, 
and mental health need.

In 1997, there were no significant differences 
between the two groups in the probability of 
a mental health visit, but by 1999 uninsured 
children were less likely to have a visit.

Davidoff et al. 
(2005) 
Effects of the state 
children’s health 
insurance program 
expansions on 
children with 
chronic health 
conditions

United States, 1997, 2000, 
2001

NHIS core data source 
supplemented with state data on 
policy changes, local data on private 
premiums, etc. 

D-D approach: two treatment groups—
children in the income group made newly 
eligible under SCHIP and children already 
eligible for Medicaid under the poverty-
related expansions; comparison group: 
children with incomes slightly above the 
SCHIP eligibility thresholds; wide-ranging 
control variables to address possible 
confounding changes occurring over the 
same period. Service use refers to previous 
12 months. Sample is restricted to 
children with chronic health conditions.

Reduction in unmet need 8.6 percentage 
points greater among children with chronic 
conditions eligible for SCHIP than among 
those just above the SCHIP income level. 
Reduction in unmet need greater among 
children with chronic conditions than without 
chronic conditions. No significant impacts on 
use of services or out-of-pocket expenses.

Dick et al. (2004) 
SCHIP’s impact 
in three states: 
How do the most 
vulnerable children 
fare?

Kansas, Florida, and New 
York. Baseline surveys 
between June 2000 and 
March 2001; followup 
interviews conducted 1 year 
later

Surveys of enrollees in state 
children’s health insurance 
programs; adolescents only in FL. 
KS: N = 434, response rate = 35% 
FL: N = 944, response rate = 30% 
NY: N = 2,290, response rate = 
55% 

Pre-post cohort/longitudinal design. 
Included children who had disenrolled 
from SCHIP. 

There were fewer significant changes among 
CSHCN than among other children, and 
results were inconsistent across states; levels 
of effects were similar between the CSHCN 
and other children.

Jeffrey and 
Newacheck (2006) 
Role of insurance 
for children with 
special health care 
needs: A synthesis 
of the evidence

United States, 1990s and early 
2000s

Multiple sources Comprehensive literature review of 35 
studies addressing insurance effects 
for CSHCN in published articles from 
1995-2005.

Results consistently show uninsured CSHCN 
to have poorer access to care across multiple 
measures and much higher out-of-pocket costs 
when adjusted for family income.

TABLE D-4  Continued
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TABLE D-4  Continued

Citation
Place and Time Period of 
Findings Data Sources Methodology Findings

Kenney (2007) 
The impacts of the 
State Children’s 
Health Insurance 
Program on 
children who 
enroll: Findings 
from 10 states

10 states (CA, CO, FL, IL, 
LA, MO, NC, NJ, NY, TX), 
2002 

One-wave survey of parents of 
children newly enrolled in SCHIP 
or enrolled for 1 year; response rate 
= 75-80% depending on state; N = 
16,700; data pooled across states. 
For children with special health care 
needs, N = 1,291

Compare pre-SCHIP experiences of 
uninsured children to SCHIP experiences 
of SCHIP enrollees; regression adjustment 
for demographic characteristics and 
income; sensitivity analyses to examine 
selection. Service use refers to previous 6 
months.

Found that children with special health care 
needs were significantly more likely to have 
a preventive visit, a dental visit, and a usual 
source of care, and significantly less likely to 
experience unmet health needs for medical, 
prescription drug, specialist, hospital, dental, 
and any type of care following enrollment in 
SCHIP. The largest improvements in unmet 
needs were for children with special health 
care needs.

Mayer et al. (2004) 
Unmet need 
for routine and 
specialty care: 
Data from the 
National Survey 
of Children with 
Special Health 
Care Needs

United States, 2001 National Survey of Children with 
Special Health Care Needs (N = 
38,866)

CSHCN ever uninsured in the year 
compared to privately insured CSHCN; 
regression adjustment for demographic 
and area characteristics, income and 
severity of condition.

Among all children with a need, uninsured 
children were significantly more likely to have 
an unmet need for routine care (odds ratio = 
7.51) or specialty care (odds ratio = 4.29).

Porterfield and 
McBride (2007) 
The effect of 
poverty and 
caregiver education 
on perceived 
need and access 
to health services 
among children 
with special health 
care needs

United States, 2001 National Survey of Children with 
Special Health Care Needs (N = 
38,866)

Two-stage probit model predicting first 
need for specialist services and then use 
of services; adjustment for demographic 
characteristics and income.

After adjusting for need for services, CSHCN 
with at least 1 uninsured month significantly 
less likely to receive specialist services.

Wang and Watts 
(2007) 
Genetic counseling, 
insurance status, 
and elements of 
medical home: 
Analysis of the 
national survey 
of children with 
special health care 
needs

United States, 2001 National Survey of Children with 
Special Health Care Needs (N = 
38,866)

CSHCN ever uninsured in the year 
compared to continuously insured 
CSHCN; regression adjustment for 
demographic characteristics and severity 
of condition (but not income).

CSHCN with interrupted insurance coverage 
or with no coverage were significantly less 
likely to receive genetic counseling (odds 
ratios .43 and .20, respectively).
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TABLE D-4  Continued

Citation
Place and Time Period of 
Findings Data Sources Methodology Findings

Kenney (2007) 
The impacts of the 
State Children’s 
Health Insurance 
Program on 
children who 
enroll: Findings 
from 10 states

10 states (CA, CO, FL, IL, 
LA, MO, NC, NJ, NY, TX), 
2002 

One-wave survey of parents of 
children newly enrolled in SCHIP 
or enrolled for 1 year; response rate 
= 75-80% depending on state; N = 
16,700; data pooled across states. 
For children with special health care 
needs, N = 1,291

Compare pre-SCHIP experiences of 
uninsured children to SCHIP experiences 
of SCHIP enrollees; regression adjustment 
for demographic characteristics and 
income; sensitivity analyses to examine 
selection. Service use refers to previous 6 
months.

Found that children with special health care 
needs were significantly more likely to have 
a preventive visit, a dental visit, and a usual 
source of care, and significantly less likely to 
experience unmet health needs for medical, 
prescription drug, specialist, hospital, dental, 
and any type of care following enrollment in 
SCHIP. The largest improvements in unmet 
needs were for children with special health 
care needs.

Mayer et al. (2004) 
Unmet need 
for routine and 
specialty care: 
Data from the 
National Survey 
of Children with 
Special Health 
Care Needs

United States, 2001 National Survey of Children with 
Special Health Care Needs (N = 
38,866)

CSHCN ever uninsured in the year 
compared to privately insured CSHCN; 
regression adjustment for demographic 
and area characteristics, income and 
severity of condition.

Among all children with a need, uninsured 
children were significantly more likely to have 
an unmet need for routine care (odds ratio = 
7.51) or specialty care (odds ratio = 4.29).

Porterfield and 
McBride (2007) 
The effect of 
poverty and 
caregiver education 
on perceived 
need and access 
to health services 
among children 
with special health 
care needs

United States, 2001 National Survey of Children with 
Special Health Care Needs (N = 
38,866)

Two-stage probit model predicting first 
need for specialist services and then use 
of services; adjustment for demographic 
characteristics and income.

After adjusting for need for services, CSHCN 
with at least 1 uninsured month significantly 
less likely to receive specialist services.

Wang and Watts 
(2007) 
Genetic counseling, 
insurance status, 
and elements of 
medical home: 
Analysis of the 
national survey 
of children with 
special health care 
needs

United States, 2001 National Survey of Children with 
Special Health Care Needs (N = 
38,866)

CSHCN ever uninsured in the year 
compared to continuously insured 
CSHCN; regression adjustment for 
demographic characteristics and severity 
of condition (but not income).

CSHCN with interrupted insurance coverage 
or with no coverage were significantly less 
likely to receive genetic counseling (odds 
ratios .43 and .20, respectively).

Continued



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

186	 AMERICA’S UNINSURED CRISIS

TABLE D-4  Continued

Citation
Place and Time Period of 
Findings Data Sources Methodology Findings

Yu et al. (2006) 
Role of SCHIP in 
serving children 
with special health 
care needs

United States, 2001 National Survey of Children  
with Special Health Care Needs  
(N = 38,866)

CSHCN eligible for SCHIP but uninsured 
compared to CSHCN enrolled in SCHIP; 
regression adjustment for demographic 
characteristics and income.

Uninsured children significantly more likely 
to have unmet health care needs (odds ratio 
= 5.92).

NOTE: Changes are statistically significant unless otherwise noted as “not significant” (“NS”). 
N/A indicates the study did not examine that outcome. CHSCN = children with special health 
care needs; MEPS = Medical Expenditure Panel Survey; NHIS = National Health Interview 
Survey; NSAF = National Survey of America’s Families; NSCH = National Survey of Children’s 
Health; SCHIP = State Children’s Health Insurance Program.
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Citation
Place and Time Period of 
Findings Data Sources Methodology Findings

Yu et al. (2006) 
Role of SCHIP in 
serving children 
with special health 
care needs

United States, 2001 National Survey of Children  
with Special Health Care Needs  
(N = 38,866)

CSHCN eligible for SCHIP but uninsured 
compared to CSHCN enrolled in SCHIP; 
regression adjustment for demographic 
characteristics and income.

Uninsured children significantly more likely 
to have unmet health care needs (odds ratio 
= 5.92).

NOTE: Changes are statistically significant unless otherwise noted as “not significant” (“NS”). 
N/A indicates the study did not examine that outcome. CHSCN = children with special health 
care needs; MEPS = Medical Expenditure Panel Survey; NHIS = National Health Interview 
Survey; NSAF = National Survey of America’s Families; NSCH = National Survey of Children’s 
Health; SCHIP = State Children’s Health Insurance Program.
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TABLE D-5  Impacts of Health Insurance on Children’s Health Status and  
Related Outcomes

Citation
Place and Time Period of 
Analysis Data Sources Methodology Findings

Late Diagnosis      

Froehlich et 
al. (2007) 
Prevalence, 
recognition, and 
treatment of 
attention-deficit/
hyper-activity 
disorder in a 
national sample 
of U.S. children

United States, 2001-2004 Children ages 8-15 in the NHANES 
who were screened for and 
identified with ADHD (N = 222)

Uninsured children with ADHD compared 
to insured children with ADHD; regression 
adjustment for differences in demographic 
characteristics and income.

Uninsured children less likely to have 
previously received a diagnosis of 
ADHD at the time of the examination 
(odds ratio = .1).

Maniatis et al. 
(2005) 
Increased 
incidence and 
severity of 
diabetic 
ketoacidosis 
among 
uninsured 
children with 
newly diagnosed 
type 1 diabetes 
mellitus

Barbara Davis Center 
for Childhood Diabetes, 
University of Colorado Health 
Sciences Center, 2002-2003

Medical record review for all 
children with Type 1 diabetes  
(N = 383)

Uninsured children compared to privately 
insured children; no regression adjustment 
differences in characteristics.

Uninsured children were significantly 
more likely to present with diabetic 
ketoacidosis (odds ratio = 6.19) and 
severed diabetic ketoacidosis (odds ratio 
= 6.09).

Preventable Hospitalization      

Aizer (2007) 
Public health 
insurance, 
program take-
up, and child 
health

California, 1996-2000 Zip code–level/race/ethnicity 
level quarterly data on: Medicaid 
enrollment, ACSC hospitalizations, 
and child population counts 
from Medicaid enrollment files, 
state hospital discharge files from 
California’s Office of Statewide 
Planning and Human Development, 
and U.S. census

Two-stage instrumental variable regression 
analysis predicting first the rate of Medicaid 
enrollment using placement and timing of 
outreach investments (e.g., application assistors 
and advertising campaigns), and then the rate 
of ACSC admissions, controlling for zip code 
characteristics including income and county 
fixed effects. Uses alternative instruments and 
also explored possible effects on length of stay.

Higher Medicaid enrollment rate 
is associated with a lower ACSC 
admission rate. A 10 percent increase 
in Medicaid enrollment leads to a 2.3 
to 3.4% decrease in Medicaid ACS 
hospitalizations. Similar range found 
under alternative specifications. The 
OLS estimates were smaller in absolute 
value.

Bermudez and 
Baker (2005) 
The relationship 
between SCHIP 
enrollment and 
hospitalizations for 
ambulatory care 
sensitive conditions 
in California

California, 1996-2000 County-level monthly data 
on: SCHIP enrollment, ACSC 
hospitalizations, and child 
population counts from SCHIP 
enrollment files, state hospital 
discharge files from California’s 
Office of Statewide Planning and 
Human Development, and U.S. 
census

A regression model predicted the rate of ACSC 
hospitalization per child ages 1-18, controlling 
for the rate of SCHIP enrollment in the county 
(lagged by 1 year), county-level demographics 
(including income), pediatric provider supply, 
and county fixed effects. As a control, test 
whether SCHIP enrollment affected ACSCs 
among adults ages 19 to 29 or admission for 
appendicitis, which is not an ACSC. 

A 1 percentage point increase in SCHIP 
enrollment was associated with a 
reduction of .86 ACSC hospitalizations 
per 100,000 children, a significant 
but small effect compared to a mean 
of 28.9. There was no significant 
change for young adults. Appendicitis 
hospitalization rates also declined 
significantly, but at a much lower level.
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TABLE D-5  Impacts of Health Insurance on Children’s Health Status and  
Related Outcomes

Citation
Place and Time Period of 
Analysis Data Sources Methodology Findings

Late Diagnosis      

Froehlich et 
al. (2007) 
Prevalence, 
recognition, and 
treatment of 
attention-deficit/
hyper-activity 
disorder in a 
national sample 
of U.S. children

United States, 2001-2004 Children ages 8-15 in the NHANES 
who were screened for and 
identified with ADHD (N = 222)

Uninsured children with ADHD compared 
to insured children with ADHD; regression 
adjustment for differences in demographic 
characteristics and income.

Uninsured children less likely to have 
previously received a diagnosis of 
ADHD at the time of the examination 
(odds ratio = .1).

Maniatis et al. 
(2005) 
Increased 
incidence and 
severity of 
diabetic 
ketoacidosis 
among 
uninsured 
children with 
newly diagnosed 
type 1 diabetes 
mellitus

Barbara Davis Center 
for Childhood Diabetes, 
University of Colorado Health 
Sciences Center, 2002-2003

Medical record review for all 
children with Type 1 diabetes  
(N = 383)

Uninsured children compared to privately 
insured children; no regression adjustment 
differences in characteristics.

Uninsured children were significantly 
more likely to present with diabetic 
ketoacidosis (odds ratio = 6.19) and 
severed diabetic ketoacidosis (odds ratio 
= 6.09).

Preventable Hospitalization      

Aizer (2007) 
Public health 
insurance, 
program take-
up, and child 
health

California, 1996-2000 Zip code–level/race/ethnicity 
level quarterly data on: Medicaid 
enrollment, ACSC hospitalizations, 
and child population counts 
from Medicaid enrollment files, 
state hospital discharge files from 
California’s Office of Statewide 
Planning and Human Development, 
and U.S. census

Two-stage instrumental variable regression 
analysis predicting first the rate of Medicaid 
enrollment using placement and timing of 
outreach investments (e.g., application assistors 
and advertising campaigns), and then the rate 
of ACSC admissions, controlling for zip code 
characteristics including income and county 
fixed effects. Uses alternative instruments and 
also explored possible effects on length of stay.

Higher Medicaid enrollment rate 
is associated with a lower ACSC 
admission rate. A 10 percent increase 
in Medicaid enrollment leads to a 2.3 
to 3.4% decrease in Medicaid ACS 
hospitalizations. Similar range found 
under alternative specifications. The 
OLS estimates were smaller in absolute 
value.

Bermudez and 
Baker (2005) 
The relationship 
between SCHIP 
enrollment and 
hospitalizations for 
ambulatory care 
sensitive conditions 
in California

California, 1996-2000 County-level monthly data 
on: SCHIP enrollment, ACSC 
hospitalizations, and child 
population counts from SCHIP 
enrollment files, state hospital 
discharge files from California’s 
Office of Statewide Planning and 
Human Development, and U.S. 
census

A regression model predicted the rate of ACSC 
hospitalization per child ages 1-18, controlling 
for the rate of SCHIP enrollment in the county 
(lagged by 1 year), county-level demographics 
(including income), pediatric provider supply, 
and county fixed effects. As a control, test 
whether SCHIP enrollment affected ACSCs 
among adults ages 19 to 29 or admission for 
appendicitis, which is not an ACSC. 

A 1 percentage point increase in SCHIP 
enrollment was associated with a 
reduction of .86 ACSC hospitalizations 
per 100,000 children, a significant 
but small effect compared to a mean 
of 28.9. There was no significant 
change for young adults. Appendicitis 
hospitalization rates also declined 
significantly, but at a much lower level.

Continued
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Citation
Place and Time Period of 
Analysis Data Sources Methodology Findings

Cousineau et al. 
(2008) 
Preventable 
hospitalizations 
among children 
in California 
counties after 
child health 
insurance 
expansion 
initiatives

9 counties in California 
that implemented CHIs to 
cover uninsured children, 
2000-2005

Quarterly hospital discharge data 
on ACSCs

ACSC rates are modeled as a function of CHI 
implementation, time, county, and insurance. 
Changes in ACSC rates for children who are 
either publicly insured or self-pay in each of the 
nine CHIs are compared to changes occurring 
among other children. 

The rate of hospitalization for ACSCs 
declines following CHI implementation 
for lower-income children, while there is 
no change for higher-income children. 

Szilagyi et al. 
(2006) 
Improved 
asthma care 
after enrollment 
in the state 
children’s health 
insurance 
program in New 
York

New York State, 2001-2002 Two-wave telephone survey of 
parents of children with asthma 
in Child Health Plus—SCHIP 
(N = 334 at baseline and 364 at 
followup)

Responses for parents of newly enrolled 
children compared to responses for the same 
parents 1 year later.

After 1 year enrolled in SCHIP, the 
percentage of children hospitalized 
for asthma in the past year declined 
significantly from 11.1 to 3.4%. There 
were also significant reductions in 
emergency room visits and other health 
care visits for asthma.

Perceived Health Status/Missed School Days/Other    

Currie et al. 
(2008) 
Has public 
health insurance 
for older 
children reduced 
disparities in 
access to care 
and health 
outcomes?

United States, 1986 to 2005 NHIS (N = 548,789) Examine impacts of Medicaid/SCHIP eligibility 
expansions on probability of a physician visit 
and reported health status using a simulated 
eligibility indicator to address potential 
endogeneity of eligibility. Medicaid/SCHIP 
generosity index generated by applying state 
eligibility rules to a sample of children for 
each state and year. Control variables include 
interaction terms and age and year dummies. 
Look at concurrent and lagged effects. 
Still potentially biased and concerns about 
appropriateness of simulated eligibility measure 
in studies of all kids. Service use refers to 
previous 12 months.

No statistically significant concurrent 
effects on perceived health status. 
Statistically significant, positive effects 
of eligibility for children ages 2, 3, and 
4 on health status of children ages 9 
to 17, suggesting that the effects of 
insurance coverage on perceived health 
do not show up immediately. 

TABLE D-5 Continued
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Citation
Place and Time Period of 
Analysis Data Sources Methodology Findings

Cousineau et al. 
(2008) 
Preventable 
hospitalizations 
among children 
in California 
counties after 
child health 
insurance 
expansion 
initiatives

9 counties in California 
that implemented CHIs to 
cover uninsured children, 
2000-2005

Quarterly hospital discharge data 
on ACSCs

ACSC rates are modeled as a function of CHI 
implementation, time, county, and insurance. 
Changes in ACSC rates for children who are 
either publicly insured or self-pay in each of the 
nine CHIs are compared to changes occurring 
among other children. 

The rate of hospitalization for ACSCs 
declines following CHI implementation 
for lower-income children, while there is 
no change for higher-income children. 

Szilagyi et al. 
(2006) 
Improved 
asthma care 
after enrollment 
in the state 
children’s health 
insurance 
program in New 
York

New York State, 2001-2002 Two-wave telephone survey of 
parents of children with asthma 
in Child Health Plus—SCHIP 
(N = 334 at baseline and 364 at 
followup)

Responses for parents of newly enrolled 
children compared to responses for the same 
parents 1 year later.

After 1 year enrolled in SCHIP, the 
percentage of children hospitalized 
for asthma in the past year declined 
significantly from 11.1 to 3.4%. There 
were also significant reductions in 
emergency room visits and other health 
care visits for asthma.

Perceived Health Status/Missed School Days/Other    

Currie et al. 
(2008) 
Has public 
health insurance 
for older 
children reduced 
disparities in 
access to care 
and health 
outcomes?

United States, 1986 to 2005 NHIS (N = 548,789) Examine impacts of Medicaid/SCHIP eligibility 
expansions on probability of a physician visit 
and reported health status using a simulated 
eligibility indicator to address potential 
endogeneity of eligibility. Medicaid/SCHIP 
generosity index generated by applying state 
eligibility rules to a sample of children for 
each state and year. Control variables include 
interaction terms and age and year dummies. 
Look at concurrent and lagged effects. 
Still potentially biased and concerns about 
appropriateness of simulated eligibility measure 
in studies of all kids. Service use refers to 
previous 12 months.

No statistically significant concurrent 
effects on perceived health status. 
Statistically significant, positive effects 
of eligibility for children ages 2, 3, and 
4 on health status of children ages 9 
to 17, suggesting that the effects of 
insurance coverage on perceived health 
do not show up immediately. 

TABLE D-5 Continued
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Citation
Place and Time Period of 
Analysis Data Sources Methodology Findings

Damiano et al. 
(2003) 
The impact of the 
Iowa S-SCHIP 
program on 
access, health 
status, and family 
environment

Iowa, 1999-2000 Two-wave mail survey (with 
telephone followup) of parents of 
new enrollees in Hawk-I (SCHIP) 
and 1 year later; (N = 463) response 
rate = 80% for baseline and 72% 
for followup

Pre-post cohort/longitudinal design. Outcomes 
for new enrollees compared to outcomes for 
the same enrollees 1 year later; no information 
provided on prior coverage of new enrollees. 
Service use refers to previous 12 months.

The proportion of children identified as 
being in excellent or very good health 
by their parents increases significantly 
from 79% to 82%. The proportion of 
children who missed 5 or more days of 
school due to illness or injury declined 
significantly from 35% to 25%.

Fox et al. (2003)  
Changes in 
reported health 
status and 
unmet need 
for children 
enrolling in 
the Kansas 
children’s health 
insurance 
program

Kansas, 1999-2000 Two-wave survey of parents of 
children enrolled in the program in 
its first six months and of the same 
parents 1 year later; N = 1,955, 
response rate = 60% (Wave 2)

Pre-post cohort/longitudinal design. Responses 
for children just after enrollment compared to 
responses for same children 1 year later. Service 
use refers to previous 12 months.

The proportion of children identified as 
being in excellent or very good health 
by their parents increases significantly 
from 71.2% to 75.7%. The proportion 
of parents who reported that their 
child’s health is better now than it was 
a year ago also increased significantly 
from 11.6% to 20.0%. 

Howell and 
Trenholm 
(2007) 
The effect of 
new insurance 
coverage on the 
health status 
of low-income 
children in 
Santa Clara 
County

Santa Clara County, CA, 
2003-2004

Survey of parents of undocumented 
children enrolled in Healthy Kids 
insurance; (N = 1,235) response rate 
= 89% 

Newly enrolled children compared to children 
enrolled for 1 year (established); regression 
adjustment for demographic characteristics, 
income, and medical and dental need.

Percent in fair/poor health reduced 
by 13.0 percentage points; significant 
change for both those who enroll and 
do not enroll for medical reasons; 
percent with more than 3 school days 
missed in month is reduced by 5.8 
percentage points among those not 
enrolling for a medical reason.

Howell et al. 
(2008a) 
Final report of 
the evaluation 
of the San 
Mateo County 
Children’s 
Health Initiative

San Mateo County, CA, 
2006-2007

One-wave survey of parents of 
primarily undocumented children 
newly enrolled in Healthy Kids 
insurance and enrolled for 1 year; 
(N = 1,404), response rate = 77%

Newly enrolled children compared to children 
enrolled for 1 year; regression adjustment 
for demographic characteristics, income, and 
medical and dental need. Service use refers to 
previous 6 months.

No significant effect on perceived 
health status. Significant reduction in 
percentage of children with missed 
school days in past 4 weeks, from 
47.5% to 40.8%.
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Citation
Place and Time Period of 
Analysis Data Sources Methodology Findings

Damiano et al. 
(2003) 
The impact of the 
Iowa S-SCHIP 
program on 
access, health 
status, and family 
environment

Iowa, 1999-2000 Two-wave mail survey (with 
telephone followup) of parents of 
new enrollees in Hawk-I (SCHIP) 
and 1 year later; (N = 463) response 
rate = 80% for baseline and 72% 
for followup

Pre-post cohort/longitudinal design. Outcomes 
for new enrollees compared to outcomes for 
the same enrollees 1 year later; no information 
provided on prior coverage of new enrollees. 
Service use refers to previous 12 months.

The proportion of children identified as 
being in excellent or very good health 
by their parents increases significantly 
from 79% to 82%. The proportion of 
children who missed 5 or more days of 
school due to illness or injury declined 
significantly from 35% to 25%.

Fox et al. (2003)  
Changes in 
reported health 
status and 
unmet need 
for children 
enrolling in 
the Kansas 
children’s health 
insurance 
program

Kansas, 1999-2000 Two-wave survey of parents of 
children enrolled in the program in 
its first six months and of the same 
parents 1 year later; N = 1,955, 
response rate = 60% (Wave 2)

Pre-post cohort/longitudinal design. Responses 
for children just after enrollment compared to 
responses for same children 1 year later. Service 
use refers to previous 12 months.

The proportion of children identified as 
being in excellent or very good health 
by their parents increases significantly 
from 71.2% to 75.7%. The proportion 
of parents who reported that their 
child’s health is better now than it was 
a year ago also increased significantly 
from 11.6% to 20.0%. 

Howell and 
Trenholm 
(2007) 
The effect of 
new insurance 
coverage on the 
health status 
of low-income 
children in 
Santa Clara 
County

Santa Clara County, CA, 
2003-2004

Survey of parents of undocumented 
children enrolled in Healthy Kids 
insurance; (N = 1,235) response rate 
= 89% 

Newly enrolled children compared to children 
enrolled for 1 year (established); regression 
adjustment for demographic characteristics, 
income, and medical and dental need.

Percent in fair/poor health reduced 
by 13.0 percentage points; significant 
change for both those who enroll and 
do not enroll for medical reasons; 
percent with more than 3 school days 
missed in month is reduced by 5.8 
percentage points among those not 
enrolling for a medical reason.

Howell et al. 
(2008a) 
Final report of 
the evaluation 
of the San 
Mateo County 
Children’s 
Health Initiative

San Mateo County, CA, 
2006-2007

One-wave survey of parents of 
primarily undocumented children 
newly enrolled in Healthy Kids 
insurance and enrolled for 1 year; 
(N = 1,404), response rate = 77%

Newly enrolled children compared to children 
enrolled for 1 year; regression adjustment 
for demographic characteristics, income, and 
medical and dental need. Service use refers to 
previous 6 months.

No significant effect on perceived 
health status. Significant reduction in 
percentage of children with missed 
school days in past 4 weeks, from 
47.5% to 40.8%.
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Citation
Place and Time Period of 
Analysis Data Sources Methodology Findings

Howell et al. 
(2008b) 
The impact of 
the Los Angeles 
Health Kids 
Program on 
access to care, 
use of services, 
and health 
status

 Los Angeles County, CA, 
2005-2007

Two-wave survey of parents of 
primarily undocumented children 
ages 1-5 enrolled in Healthy Kids 
insurance (N = 975); response rate = 
86% (Wave 1) and 77% (Wave 2)

D-D; changes over a year for children who had 
been enrolled for a year in Wave 1 compared to 
changes for newly enrolled children; regression 
adjustment for demographic characteristics, 
income, and medical and dental need. Service 
use refers to previous 6 months.

D-D for percentage in excellent/very 
good health not significant; however 
both new and established enrollees 
improve significantly from Wave 1 to 
Wave 2.

Szilagyi et al. 
(2004) 
Improved access 
and quality 
of care after 
enrollment in 
the New York 
state children’s 
health insurance 
program

New York State, 2001-2002 Two-wave telephone survey of 
parents of children enrolled in Child 
Health Plus (SCHIP) for 4-6 months 
and about 1 year after enrollment; 
N = 2,290; response rate = 87% for 
followup

Outcomes for newly enrolled children compared 
to outcomes for the same children 1 year later. 
Pre period includes insured and uninsured kids, 
but 80% uninsured for part of the year. 

No significant effect on perceived health 
status.

NOTE: Changes are statistically significant unless otherwise noted as “not significant” (“NS”). 
N/A indicates the study did not examine that outcome. ACSC = ambulatory care sensitive 
condition; CHI = children’s health initiatives; MEPS = Medical Expenditure Panel Survey; 
NHANES = National Health and Nutrition Examination Survey; NHIS = National Health In-
terview Survey; NSCH = National Survey of Children’s Health; OLS = ordinary least squares; 
SCHIP = State Children’s Health Insurance Program.
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Citation
Place and Time Period of 
Analysis Data Sources Methodology Findings

Howell et al. 
(2008b) 
The impact of 
the Los Angeles 
Health Kids 
Program on 
access to care, 
use of services, 
and health 
status

 Los Angeles County, CA, 
2005-2007

Two-wave survey of parents of 
primarily undocumented children 
ages 1-5 enrolled in Healthy Kids 
insurance (N = 975); response rate = 
86% (Wave 1) and 77% (Wave 2)

D-D; changes over a year for children who had 
been enrolled for a year in Wave 1 compared to 
changes for newly enrolled children; regression 
adjustment for demographic characteristics, 
income, and medical and dental need. Service 
use refers to previous 6 months.

D-D for percentage in excellent/very 
good health not significant; however 
both new and established enrollees 
improve significantly from Wave 1 to 
Wave 2.

Szilagyi et al. 
(2004) 
Improved access 
and quality 
of care after 
enrollment in 
the New York 
state children’s 
health insurance 
program

New York State, 2001-2002 Two-wave telephone survey of 
parents of children enrolled in Child 
Health Plus (SCHIP) for 4-6 months 
and about 1 year after enrollment; 
N = 2,290; response rate = 87% for 
followup

Outcomes for newly enrolled children compared 
to outcomes for the same children 1 year later. 
Pre period includes insured and uninsured kids, 
but 80% uninsured for part of the year. 

No significant effect on perceived health 
status.

NOTE: Changes are statistically significant unless otherwise noted as “not significant” (“NS”). 
N/A indicates the study did not examine that outcome. ACSC = ambulatory care sensitive 
condition; CHI = children’s health initiatives; MEPS = Medical Expenditure Panel Survey; 
NHANES = National Health and Nutrition Examination Survey; NHIS = National Health In-
terview Survey; NSCH = National Survey of Children’s Health; OLS = ordinary least squares; 
SCHIP = State Children’s Health Insurance Program.
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Appendix E 

Recent Studies of the Impacts of Health 
Insurance for Adults: Summary Table

A table summarizing quasi-experimental studies since 2002 on the 
impacts of health insurance on health outcomes of adults in the United 
States is presented in this appendix. The table  was originally presented in a 
literature review commissioned by the Institute of Medicine Committee on 
Health Insurance Status and Its Consequences in 2008 titled Health Con-
sequences of Uninsurance Among Adults in the United States: An Update, 
by J. Michael McWilliams, M.D., Ph.D., Harvard Medical School. 

Several abbreviations are used in the tables: 

•	 HRS = Health and Retirement Study
•	 MEPS = Medical Expenditure Panel Survey  
•	 NCHS = National Center for Health Statistics
•	 NHIS  = National Health Interview Survey   
•	 NIS = National Inpatient Sample
•	 NPHS = National Population Health Survey
•	 SEER = Surveillance, Epidemiology, and End Results
•	 SSA = Social Security Administration



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

198	 AMERICA’S UNINSURED CRISIS

TABLE E-1  Recent Quasi-Experimental Studies of the Effects of  
Health Insurance Coverage on Adults’ Health Outcomes, 2002-2008

Study Data Methodological Approach Principal Findings* Limitations

Card et al. (2004)  
The impact of nearly 
universal coverage on 
health care utilization and 
health: Evidence from 
Medicare

Cross-sectional survey 
data from the 1992-2001 
NHIS; mortality data from 
NCHS Multiple Cause of 
Death files

Regression discontinuity 
analysis of general health 
status by age

Medicare eligibility after age 65 
associated with significant 12% 
reduction in sociodemographic 
disparity in general health status but 
no evidence of deceleration in mortality 
rates at age 65

Comparisons by prior insurance status or 
pre-existing conditions not possible with 
cross-sectional data; only one self-reported 
general health outcome assessed; differential 
changes in health trends not assessed; regression 
discontinuity design not suited for identification 
of delayed mortality effects in general population

Card et al. (2007)  
Does Medicare save lives?

Cross-sectional state 
hospital discharge data 
from California from 
1992-2002

Regression discontinuity 
analysis of mortality by age 
among acutely ill adults 
hospitalized for non-deferrable 
conditions

Medicare eligibility after age 65 
associated with abrupt absolute 
decrease in 7-day mortality of 1% 
(20% relative reduction) that persisted 
for at least 2 years after admission

Comparisons by prior insurance status not 
possible with cross-sectional data; alternative 
explanations for survival gains could not be 
tested directly

Decker and Rapaport 
(2002)  
Medicare and inequalities 
in health outcomes: The 
case of breast cancer

SEER cancer registry data 
from 1980-1994 with 
followup mortality data

Difference-in-differences 
comparisons of stage of 
diagnosis and survival for 
white and black women with 
breast cancer before and after 
age 65

Medicare eligibility after age 65 
associated with significant decrease in 
probability of late detection for white 
women but not black women; coverage 
estimated to increase 5-year survival 
rate for both black and white women 
diagnosed with early stage disease, but 
differential effect for black women not 
significant

Comparisons by prior insurance status not 
possible; persistent racial and ethnic disparities 
in outcomes among insured adults may have 
reduced differential effects; outcomes assessed for 
breast cancer only

Decker (2005) 
Medicare and the health of 
women with breast cancer

SEER cancer registry data 
from 1980-2001 with 
followup mortality data

Difference-in-differences 
comparisons of stage of 
diagnosis and survival for 
white, black, and Hispanic 
women with breast cancer 
before and after age 65

Medicare eligibility after age 65 
associated with absolute decrease 
of 3.4% in probability of late 
detection for Hispanic women and 
1.8% decrease for white women, but 
differential effect not significant; 11% 
relative reduction in mortality risk 
after age 65 did not differ by race or 
ethnicity

Comparisons by prior insurance status not 
possible; persistent racial and ethnic disparities 
in outcomes among insured adults may have 
reduced differential effects; outcomes assessed for 
breast cancer only

Decker and Remler (2004) 
How much might universal 
health insurance reduce 
socioeconomic disparities 
in health?

Cross-sectional survey data 
from the 1997-1998 NHIS 
and the 1996-1997 NPHS

Difference-in-differences-in-
differences comparison of 
general health status by age in 
the United States and Canada

Medicare eligibility after age 65 
associated with a significant differential 
reduction of 4.0 percentage points (se 
= 1.9) in probability of fair or poor 
health for low-income U.S. adults; 
socioeconomic disparity in general 
health among nonelderly adults 
reduced by more than half



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

APPENDIX E	 199

TABLE E-1  Recent Quasi-Experimental Studies of the Effects of  
Health Insurance Coverage on Adults’ Health Outcomes, 2002-2008

Study Data Methodological Approach Principal Findings* Limitations

Card et al. (2004)  
The impact of nearly 
universal coverage on 
health care utilization and 
health: Evidence from 
Medicare

Cross-sectional survey 
data from the 1992-2001 
NHIS; mortality data from 
NCHS Multiple Cause of 
Death files

Regression discontinuity 
analysis of general health 
status by age

Medicare eligibility after age 65 
associated with significant 12% 
reduction in sociodemographic 
disparity in general health status but 
no evidence of deceleration in mortality 
rates at age 65

Comparisons by prior insurance status or 
pre-existing conditions not possible with 
cross-sectional data; only one self-reported 
general health outcome assessed; differential 
changes in health trends not assessed; regression 
discontinuity design not suited for identification 
of delayed mortality effects in general population

Card et al. (2007)  
Does Medicare save lives?

Cross-sectional state 
hospital discharge data 
from California from 
1992-2002

Regression discontinuity 
analysis of mortality by age 
among acutely ill adults 
hospitalized for non-deferrable 
conditions

Medicare eligibility after age 65 
associated with abrupt absolute 
decrease in 7-day mortality of 1% 
(20% relative reduction) that persisted 
for at least 2 years after admission

Comparisons by prior insurance status not 
possible with cross-sectional data; alternative 
explanations for survival gains could not be 
tested directly

Decker and Rapaport 
(2002)  
Medicare and inequalities 
in health outcomes: The 
case of breast cancer

SEER cancer registry data 
from 1980-1994 with 
followup mortality data

Difference-in-differences 
comparisons of stage of 
diagnosis and survival for 
white and black women with 
breast cancer before and after 
age 65

Medicare eligibility after age 65 
associated with significant decrease in 
probability of late detection for white 
women but not black women; coverage 
estimated to increase 5-year survival 
rate for both black and white women 
diagnosed with early stage disease, but 
differential effect for black women not 
significant

Comparisons by prior insurance status not 
possible; persistent racial and ethnic disparities 
in outcomes among insured adults may have 
reduced differential effects; outcomes assessed for 
breast cancer only

Decker (2005) 
Medicare and the health of 
women with breast cancer

SEER cancer registry data 
from 1980-2001 with 
followup mortality data

Difference-in-differences 
comparisons of stage of 
diagnosis and survival for 
white, black, and Hispanic 
women with breast cancer 
before and after age 65

Medicare eligibility after age 65 
associated with absolute decrease 
of 3.4% in probability of late 
detection for Hispanic women and 
1.8% decrease for white women, but 
differential effect not significant; 11% 
relative reduction in mortality risk 
after age 65 did not differ by race or 
ethnicity

Comparisons by prior insurance status not 
possible; persistent racial and ethnic disparities 
in outcomes among insured adults may have 
reduced differential effects; outcomes assessed for 
breast cancer only

Decker and Remler (2004) 
How much might universal 
health insurance reduce 
socioeconomic disparities 
in health?

Cross-sectional survey data 
from the 1997-1998 NHIS 
and the 1996-1997 NPHS

Difference-in-differences-in-
differences comparison of 
general health status by age in 
the United States and Canada

Medicare eligibility after age 65 
associated with a significant differential 
reduction of 4.0 percentage points (se 
= 1.9) in probability of fair or poor 
health for low-income U.S. adults; 
socioeconomic disparity in general 
health among nonelderly adults 
reduced by more than half
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Study Data Methodological Approach Principal Findings* Limitations

Dor et al. (2006)   
The effect of private 
insurance on the health of 
older, working age adults: 
Evidence from the Health 
and Retirement Study

Longitudinal survey data 
from the 1992-1998 HRS

Instrumental variables analysis 
using state-level marginal 
tax rates, unemployment 
rates, and unionization rates 
as instruments for health 
insurance coverage

Having private insurance at baseline 
associated with significantly better 
health scores for a summary index 
of five general and physical health 
measures

Finkelstein and McKnight 
(2005)  
What did Medicare do 
(and was it worth it)?

Mortality data from 
NCHS Multiple Cause of 
Death files

Difference-in-differences 
comparisons of mortality 
before and after 1965 by age 
(young elderly who became 
covered by Medicare vs. 
near-elderly who did not) and 
by geographic variation in 
insurance rates prior to 1965

No discernable impact of the 
introduction of Medicare in 1965 on 
overall mortality for elderly adults

Hadley and Waidmann 
(2006) 
Health insurance 
and health at age 65: 
Implications for medical 
care spending on new 
Medicare beneficiaries

Longitudinal survey data 
from the 1992-1998 HRS

Instrumental variables analysis 
using spouse’s prior union 
status, immigrant status and 
years in the Unied States, 
and involuntary job loss 
as instruments for health 
insurance coverage

Continuous insurance coverage 
associated with significantly fewer 
deaths among the near-elderly prior 
to age 65 (2.8% absolute decrease in 
death rate) and significant upward shift 
in distribution of general health states 
among those who survived (3.3% and 
4.1% absolute increases in probability 
of excellent and very good health, 
respectively)

Validity of results depend on the validity of the 
instruments used; self-reported health outcomes

Lichtenberg (2002)   
The effects of Medicare on 
health care utilization and 
outcomes

Cross-sectional survey data 
from the 1987-1991 NHIS; 
vital status data from SSA 
life tables

Regression discontinuity 
analyses of disability and 
mortality by age

13% relative reduction in bed days 
and 5.1 percentage point decrease in 
10-year mortality risk associated with 
Medicare eligibility after age 65

Effects not disaggregated by predictors of 
insurance status; comparisons by prior insurance 
status not possible with cross-sectional data; 
potentially spurious results due to data 
limitations of SSA life tables; formal testing of 
effects not consistently conducted; alternative 
explanations not addressed

TABLE E-1 Continued
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Study Data Methodological Approach Principal Findings* Limitations

Dor et al. (2006)   
The effect of private 
insurance on the health of 
older, working age adults: 
Evidence from the Health 
and Retirement Study

Longitudinal survey data 
from the 1992-1998 HRS

Instrumental variables analysis 
using state-level marginal 
tax rates, unemployment 
rates, and unionization rates 
as instruments for health 
insurance coverage

Having private insurance at baseline 
associated with significantly better 
health scores for a summary index 
of five general and physical health 
measures

Finkelstein and McKnight 
(2005)  
What did Medicare do 
(and was it worth it)?

Mortality data from 
NCHS Multiple Cause of 
Death files

Difference-in-differences 
comparisons of mortality 
before and after 1965 by age 
(young elderly who became 
covered by Medicare vs. 
near-elderly who did not) and 
by geographic variation in 
insurance rates prior to 1965

No discernable impact of the 
introduction of Medicare in 1965 on 
overall mortality for elderly adults

Hadley and Waidmann 
(2006) 
Health insurance 
and health at age 65: 
Implications for medical 
care spending on new 
Medicare beneficiaries

Longitudinal survey data 
from the 1992-1998 HRS

Instrumental variables analysis 
using spouse’s prior union 
status, immigrant status and 
years in the Unied States, 
and involuntary job loss 
as instruments for health 
insurance coverage

Continuous insurance coverage 
associated with significantly fewer 
deaths among the near-elderly prior 
to age 65 (2.8% absolute decrease in 
death rate) and significant upward shift 
in distribution of general health states 
among those who survived (3.3% and 
4.1% absolute increases in probability 
of excellent and very good health, 
respectively)

Validity of results depend on the validity of the 
instruments used; self-reported health outcomes

Lichtenberg (2002)   
The effects of Medicare on 
health care utilization and 
outcomes

Cross-sectional survey data 
from the 1987-1991 NHIS; 
vital status data from SSA 
life tables

Regression discontinuity 
analyses of disability and 
mortality by age

13% relative reduction in bed days 
and 5.1 percentage point decrease in 
10-year mortality risk associated with 
Medicare eligibility after age 65

Effects not disaggregated by predictors of 
insurance status; comparisons by prior insurance 
status not possible with cross-sectional data; 
potentially spurious results due to data 
limitations of SSA life tables; formal testing of 
effects not consistently conducted; alternative 
explanations not addressed

TABLE E-1 Continued

Continued



Copyright © National Academy of Sciences. All rights reserved.

America's Uninsured Crisis:  Consequences for Health and Health Care

202	 AMERICA’S UNINSURED CRISIS

Study Data Methodological Approach Principal Findings* Limitations

McWilliams et al. (2007) 
Health of previously 
uninsured adults after 
acquiring Medicare 
coverage

Longitudinal survey data 
from the 1992-2004 HRS

Comparison of health trend 
changes at age 65 by prior 
insurance status

Medicare eligibility after age 65 
associated with differentially improved 
health trends for previously uninsured 
with cardiovascular disease or diabetes 
in summary health (p = .006), change 
in general health (p = .03), mobility 
(p = .05), agility (p = .003), and 
adverse cardiovascular outcomes (p = 
0.02); differential improvement also 
significant for depressive symptoms (p 
= .002) but not summary health (p = 
0.17) for previously uninsured without 
these conditions

Self-reported health outcomes; subject to bias 
from differential mortality among previously 
uninsured or coincidental changes in time-varying 
predictors of health between comparison groups

Pauly (2005) 
Effects of insurance 
coverage on use of care 
and health outcomes for 
non-poor young women

Cross-sectional survey data 
from the 1996 MEPS

Instrumental variables analysis 
using firm size and marital 
status as instruments for 
health insurance status

Associations between insurance 
coverage and probability of fair or 
poor health not significant in either 
naïve or instrumental variables analyses

Validity of results depend on the validity of the 
instruments used; imprecise estimates; only one 
self-reported general health outcome assessed

Polsky et al. (2006)
The health effects of 
Medicare for the near-
elderly uninsured

Longitudinal survey data 
from the 1992-2004 HRS

Comparison of health trend 
changes at age 65 by prior 
insurance status

Medicare eligibility after age 
65 associated with significant 
improvements in health trajectories for 
both previously insured and previously 
uninsured adults; differential increase 
in probability of being in excellent 
or very good health after age 65 not 
significant for previously uninsured 
adults (+1.8%; 95% CI: −2.6,7.0)

Only one self-reported general health outcome 
assessed; subject to bias from differential 
mortality among previously uninsured or 
coincidental changes in time-varying predictors 
of health between comparison groups

Volpp et al. (2003)  
Market reform in New 
Jersey and the effect on 
mortality from acute 
myocardial infarction

Cross-sectional state and 
national hospital discharge 
data from New Jersey, 
New York, and the NIS 
from 1990-1996

Difference-in-differences 
comparisons of mortality rates 
for hospitalized patients with 
acute myocardial infarction 
in New Jersey and New 
York before and after state 
reforms in New Jersey reduced 
subsidies for hospital care for 
the uninsured and introduced 
price competition

New Jersey health care reform 
associated with no significant changes 
in mortality for insured patients in 
New Jersey relative to New York 
or the nation, but with a significant 
differential increase of 3.7 to 5.2 
percentage points in mortality rates for 
uninsured patients in New Jersey

Subject to bias from coincidental changes in 
state-specific predictors of mortality in insured 
and uninsured populations; mortality for only 
one conditions assessed; analysis limited to 
one state and may not generalize to national 
population of uninsured

TABLE E-1 Continued
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Study Data Methodological Approach Principal Findings* Limitations

McWilliams et al. (2007) 
Health of previously 
uninsured adults after 
acquiring Medicare 
coverage

Longitudinal survey data 
from the 1992-2004 HRS

Comparison of health trend 
changes at age 65 by prior 
insurance status

Medicare eligibility after age 65 
associated with differentially improved 
health trends for previously uninsured 
with cardiovascular disease or diabetes 
in summary health (p = .006), change 
in general health (p = .03), mobility 
(p = .05), agility (p = .003), and 
adverse cardiovascular outcomes (p = 
0.02); differential improvement also 
significant for depressive symptoms (p 
= .002) but not summary health (p = 
0.17) for previously uninsured without 
these conditions

Self-reported health outcomes; subject to bias 
from differential mortality among previously 
uninsured or coincidental changes in time-varying 
predictors of health between comparison groups

Pauly (2005) 
Effects of insurance 
coverage on use of care 
and health outcomes for 
non-poor young women

Cross-sectional survey data 
from the 1996 MEPS

Instrumental variables analysis 
using firm size and marital 
status as instruments for 
health insurance status

Associations between insurance 
coverage and probability of fair or 
poor health not significant in either 
naïve or instrumental variables analyses

Validity of results depend on the validity of the 
instruments used; imprecise estimates; only one 
self-reported general health outcome assessed

Polsky et al. (2006)
The health effects of 
Medicare for the near-
elderly uninsured

Longitudinal survey data 
from the 1992-2004 HRS

Comparison of health trend 
changes at age 65 by prior 
insurance status

Medicare eligibility after age 
65 associated with significant 
improvements in health trajectories for 
both previously insured and previously 
uninsured adults; differential increase 
in probability of being in excellent 
or very good health after age 65 not 
significant for previously uninsured 
adults (+1.8%; 95% CI: −2.6,7.0)

Only one self-reported general health outcome 
assessed; subject to bias from differential 
mortality among previously uninsured or 
coincidental changes in time-varying predictors 
of health between comparison groups

Volpp et al. (2003)  
Market reform in New 
Jersey and the effect on 
mortality from acute 
myocardial infarction

Cross-sectional state and 
national hospital discharge 
data from New Jersey, 
New York, and the NIS 
from 1990-1996

Difference-in-differences 
comparisons of mortality rates 
for hospitalized patients with 
acute myocardial infarction 
in New Jersey and New 
York before and after state 
reforms in New Jersey reduced 
subsidies for hospital care for 
the uninsured and introduced 
price competition

New Jersey health care reform 
associated with no significant changes 
in mortality for insured patients in 
New Jersey relative to New York 
or the nation, but with a significant 
differential increase of 3.7 to 5.2 
percentage points in mortality rates for 
uninsured patients in New Jersey

Subject to bias from coincidental changes in 
state-specific predictors of mortality in insured 
and uninsured populations; mortality for only 
one conditions assessed; analysis limited to 
one state and may not generalize to national 
population of uninsured

TABLE E-1 Continued
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TABLE E-1 Continued

Study Data Methodological Approach Principal Findings* Limitations

Volpp et al. (2005) 
The effects of price 
competition and 
reduced subsidies for 
uncompensated care on 
hospital mortality

Cross-sectional state 
hospital discharge data 
from New Jersey and New 
York from 1990-1996

Difference-in-differences 
comparisons of mortality 
rates for hospitalized patients 
with 6 other acute conditions 
in New Jersey and New 
York before and after state 
reforms in New Jersey reduced 
subsidies for hospital care for 
the uninsured and introduced 
price competition

New Jersey health care reform 
associated with relative increases in 
mortality for uninsured New Jersey 
patients with congestive heart failure  
(p < .05) and stroke (p > .05) 
compared to uninsured New York 
patients; mortality trends similar in 
New Jersey and New York for patients 
with other conditions, regardless of 
insurance status

Subject to bias from coincidental changes in 
state-specific predictors of mortality in insured 
and uninsured populations; analysis limited to 
one state and may not generalize to national 
population of uninsured

NOTE: HRS = Health and Retirement Study; MEPS = Medical Expenditure Panel Survey; 
NCHS = National Center for Health Statistics; NHIS = National Health Interview Survey; 
NIS = Nationwide Inpatient Sample; NPHS = National Population Health Survey; SEER = 
Surveillance, Epidemiology, and End Results; SSA = Social Security Administration. 
*Point estimates, standard errors (se), 95% confidence intervals (CI), or P-values presented 
as reported in original articles.
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TABLE E-1 Continued

Study Data Methodological Approach Principal Findings* Limitations

Volpp et al. (2005) 
The effects of price 
competition and 
reduced subsidies for 
uncompensated care on 
hospital mortality

Cross-sectional state 
hospital discharge data 
from New Jersey and New 
York from 1990-1996

Difference-in-differences 
comparisons of mortality 
rates for hospitalized patients 
with 6 other acute conditions 
in New Jersey and New 
York before and after state 
reforms in New Jersey reduced 
subsidies for hospital care for 
the uninsured and introduced 
price competition

New Jersey health care reform 
associated with relative increases in 
mortality for uninsured New Jersey 
patients with congestive heart failure  
(p < .05) and stroke (p > .05) 
compared to uninsured New York 
patients; mortality trends similar in 
New Jersey and New York for patients 
with other conditions, regardless of 
insurance status

Subject to bias from coincidental changes in 
state-specific predictors of mortality in insured 
and uninsured populations; analysis limited to 
one state and may not generalize to national 
population of uninsured

NOTE: HRS = Health and Retirement Study; MEPS = Medical Expenditure Panel Survey; 
NCHS = National Center for Health Statistics; NHIS = National Health Interview Survey; 
NIS = Nationwide Inpatient Sample; NPHS = National Population Health Survey; SEER = 
Surveillance, Epidemiology, and End Results; SSA = Social Security Administration. 
*Point estimates, standard errors (se), 95% confidence intervals (CI), or P-values presented 
as reported in original articles.
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Appendix F

Committee Biographies

Lawrence S. Lewin, M.B.A. (Chair) founded the Lewin Group in 1970 and 
remained its president and chief executive officer until 1999. He has directed 
a wide range of projects in health policy and finance, public health, aca-
demic medicine, public and private health insurance, technology and mar-
ket assessment of medical devices and pharmaceutical products, strategic 
visioning and planning, and health systems management and governance. 
He has conducted nearly 100 workshops and strategic planning conferences 
for a wide variety of health care executives and organizations. He left the 
Lewin Group in December 1999 and currently is an executive consultant 
assisting senior health care executives, foundations, and organizations in 
strategic decision making, program improvement, and executive coaching. 
Mr. Lewin was elected to the Institute of Medicine (IOM) in 1984, served 8 
years as an elected member of the IOM Council, and in 2004 was awarded 
the IOM’s Adam Yarmolinsky Medal for Distinguished Service. He has 
served on several IOM committees. He was a founding member of the As-
sociation for Health Services Research (now AcademyHealth) and is cur-
rently a member of the National Commission on Prevention Priorities. Mr. 
Lewin holds an A.B. from Princeton University’s Woodrow Wilson School 
of Public and International Affairs and an M.B.A. from the Harvard Busi-
ness School, where he was a Baker Scholar. Mr. Lewin served as an officer 
in the U.S. Marine Corps. 

Jack Ebeler, M.P.A. (Vice Chair) is a consultant in health care policy, focusing 
on federal policy and the changing health care marketplace. Previously, he 
served as president and chief executive officer of the Alliance of Community 
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Health Plans. Prior to that, Mr. Ebeler was senior vice president and director 
of the health care group at the Robert Wood Johnson Foundation, where he 
focused on the uninsured, health care quality, and chronic care issues. Mr. 
Ebeler served as deputy assistant secretary for planning and evaluation for 
health and as acting assistant secretary for planning and evaluation at the 
U.S. Department of Health and Human Services. Over the years, he has also 
held positions in the health care industry and on Capitol Hill. Mr. Ebeler 
serves as a commissioner on the Medicare Payment Advisory Commission; 
the Health Care Services board of the Institute of Medicine; the board of 
trustees of Inova Health System in Virginia, where he chairs the board of 
health care services; and the board of directors of Families USA. Mr. Ebeler 
holds an M.P.A. from the John F. Kennedy School of Government at Har-
vard University, and his undergraduate degree is from Dickinson College. 
Mr. Ebeler chaired the IOM Committee on the Review of the Adoption and 
Implementation of Health IT Standards of the Office of the National Coor-
dinator for Health Information Technology within the U.S. Department of 
Health and Human Services. He was a member of the IOM Subcommittee 
on Strategies and Models for Providing Health Insurance, as well as other 
IOM committees and planning groups.

John Z. Ayanian, M.D., M.P.P., is a professor of medicine and health care 
policy at Harvard Medical School and professor of health policy and man-
agement at the Harvard School of Public Health. He is the director of the 
General Internal Medicine Fellowship and medical director of the Center 
for Surgery and Public Health at Brigham and Women’s Hospital. He is 
also a practicing general internist in the Division of General Medicine at 
Brigham and Women’s Hospital, where he sees patients and teaches medi-
cal residents. Dr. Ayanian’s research focuses on the effect of patients’ race, 
ethnicity, gender, insurance coverage, and socioeconomic characteristics on 
access to care and clinical outcomes, as well as on the impact of physicians’ 
specialty and organizational characteristics on the quality of care. He is the 
principal investigator of the Harvard/Northern California research team in 
the Cancer Care Outcomes Research and Surveillance Consortium. In Dr. 
Ayanian’s recent research, he has studied trends in quality of care and racial 
disparities in Medicare managed care plans, the effect of Medicare cover-
age on previously uninsured adults, the impact of ambulatory care from 
primary care physicians and cardiologists on the outcomes of Medicare 
beneficiaries who have survived a heart attack, and the quality of cancer 
care by race, ethnicity, and language. Dr. Ayanian received his B.A. degree 
summa cum laude from Duke University, his M.D. degree from Harvard 
Medical School, and his M.P.P. degree from the Harvard Kennedy School 
of Government, with a concentration in health policy. Dr. Ayanian was a 
member of the IOM Committee on Cancer Survivorship and the Committee 
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on the Consequences of Uninsurance. He has received numerous awards 
for his research. 
 
Katherine Baicker, Ph.D., is professor of health economics in the Depart-
ment of Health Policy and Management at the Harvard School of Public 
Health. She received her B.A. in economics from Yale in 1993 and her 
Ph.D. in economics from Harvard in 1998. She is a research associate at 
the National Bureau of Economic Research. She has served on the faculty 
of the Economics Department at Dartmouth College, the Center for the 
Evaluative Clinical Sciences and the Department of Community and Family 
Medicine at Dartmouth Medical School, and in the School of Public Af-
fairs at the University of California, Los Angeles. From 2005 to 2007, Dr. 
Baicker served as a Senate-confirmed member of the President’s Council of 
Economic Advisers. Dr. Baicker’s research interests include health econom-
ics, welfare, and public finance, with a particular focus on the financing of 
health insurance, spending on public programs, and fiscal federalism. Her 
research has been published in journals such as the American Economic Re-
view, Health Affairs, Journal of Public Economics, and Quarterly Journal 
of Economics, and has been featured in the New York Times, Wall Street 
Journal, Business Week, and on National Public Radio. 

Christine Ferguson, J.D., is a research professor at the George Washington 
School of Public Health and Health Services. Ms. Ferguson has been en-
gaged in the development of an educational program in state health policy 
and concentrates her research on health reform, health services for vulner-
able populations, overweight and obesity, and health systems reform. From 
1981 to 1995, Ms. Ferguson served as counsel and deputy chief of staff 
to the late U.S. Senator John H. Chafee (R-RI). In this role, Ms. Ferguson 
served as lead staff negotiator for the Mainstream Senators in their 1993-
1994 attempt to develop a bipartisan health reform proposal. Ferguson 
served as secretary of the Rhode Island Department of Human Services 
from 1995 to 2001, under Governor Lincoln Almonds’ two-term adminis-
tration. As commissioner of the Massachusetts Department of Public Health 
under Governor Mitt Romney from 2003 to 2005, Ms. Ferguson led the 
Administration’s efforts in the areas of emergency preparedness, substance 
abuse services, medical errors reduction, and early childhood education 
and child care. Most recently, Ferguson served as president of First Focus, 
a special initiative funded by the David and Lucile Packard Foundation and 
the Atlantic Philanthropies. A graduate of the University of Michigan and 
the Washington College of Law at American University, Ms. Ferguson is 
a member of the Board on Children, Youth, and Families of the National 
Academy of Sciences and the Board of the Neighborhood Health Plan of 
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Rhode Island. She has also served in a leadership capacity at the National 
Academy for State Health Policy and other organizations. 

Robert S. Galvin, M.D., M.B.A., is the director of Global Health Care for 
General Electric (GE). He is in charge of the design and performance of 
GE’s health programs, totaling over $3 billion annually, and oversees the 
1 million patient encounters that take place in GE’s 220 medical clinics in 
more than 20 countries. Drawing on his clinical expertise and training in 
Six Sigma, Dr. Galvin has been an advocate and leader in extending the ben-
efits of this methodology to health care. Dr. Galvin has focused on issues of 
market-based health policy and financing, with a special interest in quality 
improvement, payment reform, and the assessment of medical innovations. 
He was recently appointed to the National Advisory Council for Health-
care Research and Quality, which provides advice and recommendations 
to the director of the Agency for Healthcare Research and Quality and to 
the Secretary of Health and Human Services on priorities for a national 
health services research agenda. He is also on the board of the National 
Committee for Quality Assurance and was a member of the Task Force 
on the Future of Military Health Care. He is a cofounder of the Leapfrog 
Group and is the founder of Bridges to Excellence, one of the first pay-for-
performance initiatives. Dr. Galvin is widely published on issues affecting 
the purchaser side of health care, and is professor adjunct of medicine and 
health policy at Yale University, where he directs the seminar series on the 
private sector for the Robert Wood Johnson Clinical Scholars fellowship. 
He is a fellow of the American College of Physicians. Dr. Galvin has served 
on numerous IOM committees. 

Paul Ginsburg, Ph.D., is president of the Center for Studying Health System 
Change (HSC). Founded in 1995 by Dr. Ginsburg, HSC conducts research 
to inform policy makers and other audiences about changes in organization 
of financing and delivery of care and their effects on people. HSC is widely 
known for the objectivity and technical quality of its research and its suc-
cess in communicating it to policy makers and the media, as well as to the 
research community. Dr. Ginsburg is particularly known for his understand-
ing of health care markets and health care costs. In 2007, for the fifth time, 
he was named by Modern Healthcare as one of the 100 most powerful per-
sons in health care. Dr. Ginsburg served as the founding executive director 
of the predecessor to the Medicare Payment Advisory Commission. Widely 
regarded as highly influential, the commission developed the Medicare 
physician payment reform proposal that was enacted by the Congress in 
1989. Dr. Ginsburg was a senior economist at RAND and served as deputy 
assistant director at the Congressional Budget Office. Before serving in that 
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capacity, he served on the faculties of Duke and Michigan State Universities. 
Dr. Ginsburg earned his doctorate in economics from Harvard University. 

Leon L. Haley, Jr., M.D., M.H.S.A., FACEP, CPE, is currently the deputy 
chief of staff and deputy senior vice-president of medical affairs for the 
Grady Health System. Dr. Haley holds the additional titles of chief of ser-
vice, emergency medicine for the Grady Health System, medical director of 
the Emergency Care Center at Grady Memorial Hospital and vice-chair-
man, clinical affairs, Grady Health System and associate professor of emer-
gency medicine at Emory University and The Emory Clinic. Dr. Haley has 
interests and publications in health administration, operations and strategic 
management, and diversity as it relates to health care and emergency medi-
cine in particular. Dr. Haley serves on or chairs various hospital, university, 
and national committees including the Board of Directors for the Society 
for Academic Emergency Medicine. He is a member of several national 
organizations, including the American College of Emergency Physicians, 
the American College of Healthcare Executives, and the American College 
of Physician Executives. Dr. Haley is also an oral board examiner for the 
American Board of Emergency Medicine. Dr. Haley is board-certified in 
emergency medicine and a fellow of the American College of Emergency 
Physicians. Dr. Haley has additionally completed the Woodruff Leadership 
Program at Emory University and a fellowship for the National Associa-
tion of Public Hospital Program. Dr. Haley has been funded by the Robert 
Wood Johnson Foundation and the Healthcare Foundation of Georgia. Dr. 
Haley is a member of the State of Georgia’s Trauma Network Commission 
as an appointee of the Lt. Governor. A native of Pittsburgh, Pennsylvania, 
Dr. Haley received his undergraduate degree from Brown University, his 
medical degree from the University of Pittsburgh, and his master’s degree in 
health services administration from the University of Michigan. Dr. Haley 
completed his residency in emergency medicine, including a year as chief 
resident, at the Henry Ford Health System in Detroit, Michigan. Prior to 
holding positions at Grady and Emory, Dr. Haley was a senior staff physi-
cian at the Henry Ford Health System and a member of the Henry Ford 
Medical Group. 

Catherine McLaughlin, Ph.D., is a senior fellow at Mathematica Policy 
Research, Inc., and the director of research for Mathematica’s new of-
fice in Ann Arbor, Michigan. She is also a professor in the Department of 
Health Management and Policy and the director of the Economic Research 
Initiative on the Uninsured (ERIU) at the University of Michigan. ERIU, 
an initiative funded by the Robert Wood Johnson Foundation, conducts 
and disseminates research aimed at increasing our understanding of the 
interaction between health and labor market dynamics and the uninsured. 
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Dr. McLaughlin is on the board of trustees of the American Hospital As-
sociation’s Health Research and Educational Trust, the treasurer of the 
American Society of Health Economists, and a member of the Council on 
Health Care Economics and Policy. She is on the editorial board of Health 
Services Research. Her current research interests are focused on the un-
insured, managed care, market competition, and employer and employee 
benefit choice. She has published numerous articles including research on 
the working uninsured. Professor McLaughlin received her Ph.D. in eco-
nomics from the University of Wisconsin. Dr. McLaughlin was appointed 
to the Institute of Medicine in 2006. 

James J. Mongan, M.D., is president and chief executive officer of Partners 
HealthCare System. He is also professor of health care policy and professor 
of social medicine at Harvard Medical School and chairs the Common-
wealth Fund Commission on a High Performance Health System. From 
1996-2002, Dr. Mongan served as president of Massachusetts General 
Hospital. Earlier in his career, Dr. Mongan was the executive director of 
the Truman Medical Center in Kansas City and dean of the University of 
Missouri-Kansas City School of Medicine. He was also staff to the Senate 
Committee on Finance, a deputy assistant secretary for health in the U.S. 
Department of Health and Human Services, and an associate director of the 
Carter White House domestic policy staff. Dr. Mongan is a member of the 
Institute of Medicine (IOM) and has served on numerous boards of trust-
ees, including those of the American Hospital Association and the Kaiser 
Family Foundation. Dr. Mongan earned his medical degree from Stanford 
University Medical School. He was a member of the IOM Committee on the 
Consequences of Uninsurance and has served on the IOM Council, the Na-
tional Research Council’s Governing Board, and other IOM committees. 

Robert D. Reischauer, Ph.D., is the president of The Urban Institute. Pre-
viously, he was a senior fellow with the Brookings Institution, and from 
1989 to 1995, he was the director of the Congressional Budget Office. He 
is vice chair of the Medicare Payment Advisory Commission. He also cur-
rently serves on the boards of the Center on Budget and Policy Priorities, 
AcademyHealth, the Committee for a Responsible Federal Budget, and 
Harvard University (the Corporation). Dr. Reischauer is a member of the 
Institute of Medicine and the National Academy of Public Administration 
and is a founding member of the National Academy of Social Insurance. Dr. 
Reischauer received his A.B. degree from Harvard College and his M.I.A. 
and Ph.D. from Columbia University. 

William J. Scanlon, Ph.D., is a senior policy advisor with Health Policy 
R&D. He is a consultant to the National Health Policy Forum and is an 
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affiliated faculty member with the Institute for Policy Studies, The Johns 
Hopkins University. He was the managing director of health care issues 
at the U.S. General Accounting Office (GAO) (now the U.S. Government 
Accountability Office) until 2004. At GAO, he oversaw congressionally 
requested studies of Medicare, Medicaid, the private insurance market and 
health delivery systems, public health, and the military and veterans’ health 
care systems. Prior to joining GAO in 1993, he was the co-director of the 
Center for Health Policy Studies and an associate professor in the Depart-
ment of Family Medicine at Georgetown University. Also, Dr. Scanlon 
was a principal research associate in Health Policy at the Urban Institute. 
Currently, Dr. Scanlon is a member of the Medicare Payment Advisory 
Commission and the National Committee on Vital and Health Statistics. 
Dr. Scanlon has published extensively and has served as a frequent con-
sultant to federal agencies, state Medicaid programs, and private founda-
tions. He earned his doctoral degree in economics from the University of 
Wisconsin-Madison. 

Antonia Villarruel, Ph.D., is professor and associate dean for research at the 
University of Michigan School of Nursing. She was elected to the Institute 
of Medicine in 2007. Dr. Villarruel has an extensive background in health 
promotion and health disparities research and practice. Her research focuses 
on the development and testing of behavioral interventions to reduce HIV 
sexual risk behaviors among Mexican and Latino youth. Dr. Villarruel’s 
research integrates a community participatory approach. Dr. Villarruel is 
vice president and a founding member of the National Coalition of Ethnic 
Minority Nursing Associations and past president of the National Associa-
tion of Hispanic Nurses. She was co-chair of the Diversity Working Group 
of the National Advisory Council for Nursing Education and Practice, U.S. 
Department of Health and Human Services. Dr. Villarruel has received nu-
merous honors and awards including recognition in the Michigan Nurses 
Hall of Fame. She is a fellow of the American Academy of Nursing. 

Lawrence Wallack, Dr.P.H., is the dean of the College of Urban and Pub-
lic Affairs at Portland State University and Emeritus Professor of Public 
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